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This visit was for a Recertification and
State Licensure Survey. This visit
included the Investigation of Complaint
IN00087993.

Complaint IN00087993 Substantiated,
Federal/State Deficiencies related to the
allegations are cited at F206 and F250.

Survey dates: April 3, 4, 5, 6, 2011

Facility number: 000136
Provider number: 155231
AIM number: 100275450

Survey team:

Ginger McNamee, R.N., TC
Betty Retherford, R.N.
Delinda Easterly, R.N.
Karen Lewis, R.N.

Census bed type:
SNF/NF: 78
Total: 78

Census payor type:
Medicare: 16
Medicaid: 39
Other: 23

Total: 78

Sample: 16

F0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Supplemental Sample: 1

These deficiencies also reflect state
findings cited in accordance with 410 IAC
16.2.

Quality review completed 4-12-11
Cathy Emswiller RN

FO157 A facility must immediately inform the
resident; consult with the resident's physician;
and if known, notify the resident's legal
representative or an interested family
member when there is an accident involving
the resident which results in injury and has
the potential for requiring physician
intervention; a significant change in the
resident's physical, mental, or psychosocial
status (i.e., a deterioration in health, mental,
or psychosocial status in either life
threatening conditions or clinical
complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form
of treatment); or a decision to transfer or
discharge the resident from the facility as
specified in §483.12(a).

The facility must also promptly notify the
resident and, if known, the resident's legal
representative or interested family member
when there is a change in room or roommate
assignment as specified in §483.15(e)(2); or
a change in resident rights under Federal or
State law or regulations as specified in
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facility failed to ensure the physician was
promptly notified of the development of a
fever and/or a change in sputum color
resulting in hospitalization and treatment
for sepsis, wound infection, and urinary
tract infection for 1 of 1 resident with a
tracheostomy reviewed for physician
notification of a fever and respiratory
complications in a sample of 16.
(Resident #70)

Findings include:

1. The clinical record for Resident #70
was reviewed on 4/3/11 at 4:00 p.m.

Diagnoses for Resident #70 included, but
were not limited to, history of aspiration
pneumonia, chronic respiratory failure
with status post tracheostomy, paraplegia,
and diabetes mellitus. The clinical record
indicated the resident received nutrition
via a gastrostomy tube, had an anchored
catheter, had a colostomy, and had a
wound vac in place related to the surgical
repair of a sacral decubitus.

Admission orders, dated 3/25/11,

execution of this plan of
correction in general, or this
corrective action in particular,
does not constitute an admission
or agreement by Randolph
Nursing Home of the facts
alleged or conclusions set forth in
this statement of deficiencies.
The plan of correction and
specific corrective actions are
prepared and/or executed in
compliance with state and federal
laws. Please accept this plan of
correction as our credible
allegation of compliance with
all regulatory requirements.
This facility informs the resident’s
physician of significant changes
in resident condition. Corrective
action for residents cited as
affected Resident #70 Physician
was notified and resident was
sent to the Emergency Room for
evaluation on 4-3-11 at 9:30 p.m.
Identification of other residents
at risk; All residents have the
potential to be affected. Resident
records were reviewed to assure
physician notification regarding
the development of fever or
change in sputum color.
Licensed nursing staff will use of
Condition Change form for
documentation of residents who
have developed a fever and/or a

STATEMENT OF DEFICIENCIES ~ fX1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155231 s WING 04/06/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
701 S OAK STREET
RANDOLPH NURSING HOME WINCHESTER, IN47394
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
paragraph (b)(1) of this section.
The facility must record and periodically
update the address and phone number of the
resident's legal representative or interested
family member.
SS=G | Based on record review and interview, the F0157 F157 Preparation and/or 04/22/2011
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indicated resident #70 was to receive change in sputum color in order
humidification at 28% via tracheostomy to ensure t|meI|r?ess of physmlan
. h hi notification and interventions are
(trach) and be given trach care every shift. in place for change in condition.
(attachment A) All nursing staff
An admission Minimum Data Set will use form (attachment A) as
Assessment, dated 4/1/11, indicated an in-house tool for chgrtmg in
Resident #70 v d d h nurses notes for all residents who
esident #7 Wa§ .tota y faper} .ent on the have developed a fever and/or a
staff for all activities of daily living and change in sputum color in order
had a tracheostomy. to ensure timeliness of physician
notification and interventions are
. . in place for all change in
A nur.smg note, datéd 3/27/11 at 1:00 conditions.Measures to ensure
p.m., indicated Resident #70's lungs were this deficient practice does not
clear and no signs and symptoms of recur; Nursing staff will be
infection were noted. The note indicated re-inserviced as of April 22, 2011
h (dent's t ¢ (thi to 1.) Change in Condition
the resi .en. s temperature was within Monitoring log, 2.) Physician
normal limits. Notification Parameters and
policy 3.) Process for physician
A nursing note, dated 3/28/11 at 7:35 notification including physician
indicated " 1 th notification via facsimile and the
p.m., indicate o ungs wi coarse. process for situations requiring
crackles, productive cough noted at times, immediately informing a resident’
trach care given... small amount of thick s physician of a significant
yellow sputum noted...." change in a res?dent condition.
4.) Documentation of change of
. condition and physician
A nursing note, dated 3/29/11 at 8:40 notification utilizing the Change in
p.m., indicated "...lungs with bilateral Condition Monitoring flow sheet
crackles... suctioned times 3 this shift a;:d documtehntazt:)?] of condition
. . change on the our nursing
with larg.e amounts of thick yeuow ) report. (Attachment C) Nursing
sputum, inner canula changed times 2... staff will use the condition change
form, for documenting
A nursing note, dated 3/30/11 at 4:00 aise§§ment toff V'tt"?‘l S']?”S ang .
. . sician notification for residents
p.m., indicated the resident had developed Py
who have developed a fever
a temperature of 101.3 (type of and/or a change in sputum color,
temperature not noted) and Tylenol had to ensure communication of
been given. The note indicated "...lungs physician notification and
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crackles in lower lobes...." A follow-up intervention for fever or change in
note at 8:00 p.m. indicated the resident's sputum color. (attachment A)
: The DON or designee will review
tempe.rature was now 100.9 and Tylenol the 24 hour daily report and
was given. review the change in condition
monitoring log and nurses notes
A nursing note, dated 3/31/11 at 2:15 of res!dents noted to hgve
indi dth dent's t fu experienced a change in
p.m., indicated the resident s temperature condition, and assure appropriate
was 100.2. physician notification of significant
condition change. Monitoring of
A nursing note, dated 4/1/11 at 4:30 a.m., correp’uve action; The Dlre.ctor of
dicated "1 diminished h Nursing or her designee will, each
1g 1cate. ...lungs 1m1n1s ed...trach care day, review the daily 24 hour
given with yellow thick sputum noted...." report for resident change in
condition and the change in
: condition monitoring form with the
A nursing n(?te’_dated 4/2/11 _at resident’s medical chart to ensure
10:30 p.m., indicated the resident nursing staff are appropriately
had a temperature of 102.9 axillary notifying the resident's physician
. regarding a fever or change in
and Tylen()l was glven. A fOHOW Sputum color. The Director of
up temperature taken at 12:30 a.m. Nursing will monitor to assure
. appropriate physician notification
on 4/3/11 was 101.7 axillary and through review of 24 hour report
the resident's respiratory rate was and new physician orders during
. the morning Interdisciplinary (IDT)
20 breaths per minute. meeting. This audit will occur 5x
weekly for 30days, 3x weekly for
A nursing note, dated 4/3/11 at 30 days 1x weekly for 90days in
o . total. Findings will be reported to
10:30 a.m., indicated the resident's the QA&A team on a weekly basis
temperature was 102 and Tylenol to ensure timeliness of
. . , notification of a physician if a
was given. The resident's resident has developed a fever
respiratory rate was 20 breaths per and/or a change in sputum
. color. These monitors will
minute. become part of Randolph Nursing
Home’s Quality Assurance
. program to assure all patients
Anursing note, dated 4/3/11 (a with a change in condition are
Sunday) at 3:00 p.m., indicated reported and conveyed to the
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(related to) current status."

notified of these change in
condition.

coughing up dark yellow

"Info to [name of doctor] office r/t

The nursing notes from 3/28/11
through 4/3/11 at 3:00 p.m. lacked
any information related to the
physician being notified of the
resident's yellow sputum and/or
elevated temperature prior to the
info (information) being sent to the
physician's office on Sunday 4/3/11
noted above. This indicated a time
period of 6 days from the date the
resident developed the thick yellow
sputum which was later followed
by the development of an elevated
temperature and the physician was

The next nursing note was dated
4/3/11 at 8:00 p.m. and indicated
"... [temperature]102.6 axillary.
Coarse crackles heard in bilat
(bilateral) lungs. Res [resident]

mucous...." The note indicated the
resident's respiratory rate was 40
and his pulse was 134 beats per

physician timely. This review will
continue on as part of Randolph
Nursing Homes Quality
Assurance Program.
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minute. The note indicated the
resident's physician was paged at
that time. A follow-up note at 9:00
p.m. indicated the physician was
paged again.

A nursing note, dated 4/3/11 at 9:30
p.m., indicated information on the
resident's condition had been given
to the physician and an order was
received to send the resident to the
emergency room for evaluation. A
follow-up note at 10:00 p.m.
indicated the resident had been
taken from the facility via
ambulance to the hospital.

During an interview on 4/4/11 at
9:00 a.m., LPN #5 indicated
Resident #70 had been sent to the
hospital "last night" due to an
elevated temperature and condition
change and had been admitted for
treatment.

During an interview with the
Director of Nursing on 4/6/11 at
10:50 a.m., indicated she had
contacted the nurse at the hospital
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for information related to Resident
#70's admission. She indicated the
resident had been admitted with the
diagnosis of possible sepsis with
fevers and wound infection and a
urinary tract infection had been
noted after urine testing was
completed.
During an interview with the
Director of Nursing and
Administrator on 4/4/11 at 4:00
p.m., additional information was
requested related to the delay in
physician notification of the change
in the resident's sputum and the
development of an elevated
temperature as noted above.
The facility failed to provide any
additional information as of exit on
4/6/11.
SS=G 2) Review of a current F157 P'reparatllon and/or 04/22/2011
execution of this plan of
facility policy created correction in general, or this
corrective action in particular,
4/27/()8, provided by the does not constitute an admission
or agreement by Randolph
DoN on 4/4/11 at 4:35 Nursing Home of the facts
. alleged or conclusions set forth in
p.m., titled "PHYSICIAN this statement of deficiencies.
The plan of correction and
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FACSIMILE", included,
but was not limited to, the

following:

"PURPOSE:
Establish guidelines and
direction to notify
physicians by fax

transmission.

POLICY:

The physician will be notified of
certain condition changes as
specified in this policy. Certain
medical conditions may require
immediate attention by phoning the
physician or on-call physician....

...2. Faxing messages to the
physician will only occur if the
condition does not require
immediate attention....

prepared and/or executed in
compliance with state and federal
laws. Please accept this plan of
correction as our credible
allegation of compliance with
all regulatory requirements.
This facility informs the resident’s
physician of significant changes
in resident condition. Corrective
action for residents cited as
affected Resident #70 Physician
was notified and resident was
sent to the Emergency Room for
evaluation on 4-3-11 at 9:30 p.m.

Identification of other residents
at risk; All residents have the
potential to be affected. Resident
records were reviewed to assure
physician notification regarding
the development of fever or
change in sputum color.
Licensed nursing staff will use of
Condition Change form for
documentation of residents who
have developed a fever and/or a
change in sputum color in order
to ensure timeliness of physician
notification and interventions are
in place for change in condition.
(attachment A) All nursing staff
will use form (attachment A) as
an in-house tool for charting in
nurses notes for all residents who
have developed a fever and/or a
change in sputum color in order
to ensure timeliness of physician
notification and interventions are
in place for all change in
conditions.Measures to ensure
this deficient practice does not
recur; Nursing staff will be
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NOTIFICATION VIA specific corrective actions are
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...3. Conditions that require re-inserviced as of April 22, 2011
. . . . to 1.) Change in Condition
immediate attention will not be Monitoring log, 2.) Physician
faxed. These would include, but NﬂFificgﬁ)OS Param?tershanfi.
.. . policy 3.) Process for physician
are not limited to: chest pain, notification including physician
deformities with obvious fracture, notification via facsimile and the
falls resulting in pain, swelling or process for situations requiring ,
immediately informing a resident
bruising, confusion of sudden onset s physician of a significant
and head injuries. The nurse will change in a resident condition.
] o . 4.) Documentation of change of
notify the physician immediately condition and physician
and document accordingly...." notification utilizing the Change in
Condition Monitoring flow sheet
and documentation of condition
change on the 24 hour nursing
report. (Attachment C) Nursing
staff will use the condition change
form, for documenting
: assessment of vital signs and
3') Review of a current undated physician notification for residents
facility policy, provided by the who have developed a fever
and/or a change in sputum color,
RN Consultant on 4/6/11 at to ensure communication of
. . " physician notification and
11:00 a.m., titled "PHYSICIAN intervention for fever or change in
NOTIFICATION sputum color. (attachment A)
The DON or designee will review
PARAMETERS the 24 hour daily report and
T review the change in condition
DEFINITIONS > lnCIuded’ but monitoring log and nurses notes
was not limited to, the of residents noted to have
. experienced a change in
followmg: condition, and assure appropriate
physician notification of significant
" condition change. Monitoring of
1. IMMEDIATE corrective action; The Director of
NOTIFICATION: A physician Nursing or her designee will, each
. . day, review the daily 24 hour
should be informed at the time the report for resident change in
event occurs directly or via an condition and the change in
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electronic or telephone call condition monitoring form with the
resident’s medical chart to ensure
system.... nursing staff are appropriately
notifying the resident’s physician
.. regarding a fever or change in
..Condition... sputum color. The Director of
Nursing will monitor to assure
. appropriate physician notification
~.Immediate... through review of 24 hour report
and new physician orders during
_Vital signs... the morning Interdisciplinary (IDT)
meeting. This audit will occur 5x
weekly for 30days, 3x weekly for
...Oral temp: > 101 degrees Rectal 30 days 1x weekly for 90days in
" total. Findings will be reported to
Temp: > 102 degrees... the QA&A team on a weekly basis
to ensure timeliness of
notification of a physician if a
3. 1-5(a)(2) resident has developed a fever
3.1-5(a)(3) and/or a change in sputum
color. These monitors will
become part of Randolph Nursing
Home’s Quality Assurance
program to assure all patients
with a change in condition are
reported and conveyed to the
physician timely. This review will
continue on as part of Randolph
Nursing Homes Quality
Assurance Program.
F0206 A nursing facility must establish and follow a
written policy under which a resident whose
hospitalization or therapeutic leave exceeds
the bed-hold period under the State plan, is
readmitted to the facility immediately upon the
first availability of a bed in a semi-private
room if the resident requires the services
provided by the facility; and is eligible for
Medicaid nursing facility services.
SS=D | Based on record review and interview the F0206 F206 Preparation and/or 04/22/2011
facility failed to allow 2 of 4 residents in a executlion 9f this plan of ,
correction in general, or this
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: EPSJ11 Facility ID: 000136 If continuation sheet Page 11 of 92
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sample of 16 return to the facility after a
stay in an acute care facility. [Resident #'s
C and D]

Findings include:

1. Resident #D's clinical record was
reviewed on 4/4/11 at 2:50 p.m. The
resident's diagnoses included, but were
not limited to, Psychosis; mood disorder;
vascular dementia; deaf and mute.

The resident had a 3/2/11, telephone
physician's order for Resident #D to be
sent out to the emergency room for
possible psychiatric placement.

Review of the 3/2/11, 7:45 a.m., Nurse's
Note indicated the resident forcefully
backhanded a nurse on the face when the
nurse indicated to the resident he needed
to adjust his clothing.

Review of a 3/3/11, Social Services
Progress Note indicated the Social Service
Designee was notified on 3/3/11 of the
resident's behavior on 3/2/11. The note
indicated the resident was admitted to the
psychiatric unit.

During an interview with the Discharge
Planner at an in-patient Geri-Psch Unit on
4/6/11 at 8:00 a.m., she indicated she had
updated the facility of Resident D's

corrective action in particular,
does not constitute an admission
or agreement by Randolph
Nursing Home of the facts
alleged or conclusions set forth in
this statement of deficiencies.
The plan of correction and
specific corrective actions are
prepared and/or executed in
compliance with state and federal
laws. Please accept this plan of
correction as our credible
allegation of compliance with
all regulatory requirements.
Residents are readmitted to this
facility following hospitalization or
therapeutic leave in accordance
with state and federal guidelines

for readmission. Corrective action

for affected residents Resident
#C and Resident #D are residing
in a Long Term Care Facility,
Parkview in Muncie Indiana.
Nursing staff and Administrative
personnel will be re-inserviced as
of April 22, 2011 to Federal Tag
F206 and the state bed hold
policy including readmission, of
Medicaid-eligible residents, who
are on therapeutic leave or
hospitalized, to the first available
bed. see (Attachment C)
Identification of other residents at

risk; All discharged residents are
at risk. Audit of discharged
residents was completed April

22, 2011 ensuring placement for
each resident was found and
appropriate discharge information
communicated to the
Responsible party. see
(Attachment 1) Nursing staff and
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progress during his stay on the unit. She Administrative personnel will be
indicated she notified the facility the re-inserviced April 22, 2011 to .
i I d ) h Federal Tag F206 and the State's
resident was stable and could return to the Bed-hold policy which includes
facility. She indicated the facility refused readmission, of Medicaid-eligible
to readmit the resident and did not assist residents on therapeutic leave or
in finding a new placement for the hospitalized, to the first available
i bed. (Attachment C) Measures to
resident. ensure this deficient practice
does not recur; Nursing staff and
During an interview with the Administrative personnel will be
Administrator and Social Service lr:e-:jnse:v_ll_cedF,;%gI 22’ tim;ttci
. . ederal Tag and the State
pes.lgnee on 4/5./11 at 3:50 p:m., they. and facility Bed Hold Policy,
indicated they did not readmit the resident including all Medicaid-eligible
to the facility due to not being able to residents who are on therapeutic
meet the resident's needs. They indicated leave or hospitalized be
h ‘dent had b hiatri readmitted to the first available
t e. r§51 ent had been out to a psyf: latric semi private bed. (Attachment C)
unit in February, 2011 and readmitted Monitoring of corrective
after that stay. They indicated the resident action; The Social Service
would become aggressive without Director or designee will monitor
. The Social Servi resident discharges to ensure
proxfoca 1(?n. ) ¢ Socia Fche appropriate placement of
Designee indicated the resident was not discharged resident and
meeting his Care Plan Goal of "I will not appropriate discharge or
hit other people, if I become angry I will readmission information
I£ 6 the situation that i communicated to the
remov.e myse" rom the situation that is Responsible party utilizing a
upsetting me. QA&A tool. (Attachment I). This
Discharge QA&A audit will be
2. Resident #C's clinical record was corpdpletted.t?]n every discharged
reviewed on 4/4/11 at 12:50 p.m. The resident with any concerns
) ) ) reported immediately to the
resident's diagnoses included, but were facility administrator. Results of
not limited to, dementia with behavioral QA&A discharge placement and
disturbances, personality disorders, and resident/ responsible party
mood disorder notification monitor will be
) reported to the QA&A team
weekly, and will become part of
The resident had a 2/16/11, Physician's Randolph Nursing Homes Quality
order for the resident to be transferred to Assurance Program.
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the emergency room for a psychiatric
evaluation and treatment.

Review of a 2/16/11, Social Service
Progress note indicated the resident was
transferred to an in-patient psychiatric
unit due to an increase in unwarranted
accusations against staff members.

During an interview with the Discharge
Planner at an in-patient Geri-Psych Unit
on 4/6/11 at 8:00 a.m., she indicated she
had updated the facility of Resident C's
progress during her stay on the unit. She
indicated she notified the facility the
resident was stable and could return to the
facility. She indicated the facility refused
to readmit the resident and did not assist
in finding a new placement for the
resident.

During an interview with the
Administrator and Social Service
Designee on 4/5/11 at 3:50 p.m., they
indicated they did not readmit the resident
to the facility due to not being able to
meet the resident's needs. They indicated
the resident had been out to a psychiatric
unit in December, 2010 and readmitted
after that stay. They indicated the resident
had increased behaviors of threatening the
staff and making false accusations against
the staff.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

EPSJ11  Facility ID:

000136 If continuation sheet

Page 14 of 92




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/09/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES  [JX1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155231 S WING 04/06/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
701 S OAK STREET
RANDOLPH NURSING HOME WINCHESTER, IN47394
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
This Federal tag relates to complaint
#IN00087993.
3.1-12(a)(27)(A)
3.1-12(a)(27)(B)
F0223 The resident has the right to be free from
verbal, sexual, physical, and mental abuse,
corporal punishment, and involuntary
seclusion.
The facility must not use verbal, mental,
sexual, or physical abuse, corporal
punishment, or involuntary seclusion.
SS=G Based on record review and interview the F0223 F223 Preparation and/or 04/22/2011
facility failed to develop and implement a executl'on (_)f this plan of )
.. . .. correction in general, or this
facility policy related to hiring employees corrective action in particular,
with a felony conviction within the last 5 does not constitute an admission
years for 1 of 5 employee files reviewed. or agreement by Randolph
(Employee CNA #1), and failed to ensure Nursing Home of t,he facts )
cid fresid bal ab alleged or conclusions set forth in
Incidents of resident verbal abuse were this statement of deficiencies.
reported to the Administrator, failed to The plan of correction and
ensure incidents of verbal abuse were specific corrective actions are
investigated, failed to report incidents of prepared and/or executed in
bal ab to th e stat compliance with state and federal
verba .a use' o the approp.rla csta e. laws. Please accept this plan of
authority, failed to ensure interventions correction as our credible
were implemented to prevent further allegation of compliance with
incidents of verbal abuse for 2 of 2 all regulatory requirements.
residents reviewed who resided on the This facility has policy and
i . i procedures in place to promote
secured dementia unit who were subjected the resident right to be free from
to verbal abuse (Resident #'S 39, 45, ), abuse.Corrective action for
and failed to protect 1 of 1 resident from affected residents Employee #1
physical abuse (resident #29 ) which were was terminated. see (Attachment
. . . K) Residents #39 & #45 were
committed by 1 of 1 resident reviewed
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for verbal and physical abuse in a sample interviewed for psychosocial
of 16. (Resident #E) outcomes of potential verbal
' abuse with no negative outcome
noted by either resident.
Residents #39 & #45 physicians
Findings include: and families were notified of the
verbal abuse, a report was sent to
1.) Review of the current undated facility :_r:g:ltr;]a Iiteztiz;?‘;a;i?i:[ of
policy, titled "Incidents of Alleged Abuse" One-to-One supervision until
, provided by the administrator on 4/4/11 further notice. April 20, 2011
at 9:15 a.m., indicated the following, Social Service Director was
re-educated to policy and
" ] procedure of Behavior Mgt,
Purpose: including identifying a resident's
problem behavior including but
To ensure that each resident is free of not limited to Physical and/or
physical, mental, verbal and sexual abuse, verbtallaggresswe. Ic?enfufy ,
| <h | and physical precipitants to behavior including
corpora pun¥s ment, menta ar? physica people involved, environment,
neglect, and involuntary seclusion. verbal and non-verbal Behavior,
Residents must not be subjected to abuse using a log to track behaviors and
by anyone including, but not limited to, prempltatlng factors, educatllon
facili F oth d I staff in manner of approaching
acility staft, other residents, consy tants resident and documentation of
or volunteers, staff of other agencies these findings on the Care Plan.
serving the resident, family members or (Attachment C) April 22, 2011,
legal guardians, friends or other nursing staff and managers were
individual reeducated to abuse recognition,
Individuals. intervention, and reporting of
resident abuse. |dentification of
Policy: other residents at risk; All
employee files have been
. cge . .. . reviewed to ensure all employees
Remdents. rem.dm.g in this famhty.wﬂl be have not been convicted of a
treated with dignity and respect in felony conviction within the last
accordance with their individual needs. Syears. (Attachment L) Resident
They will not be subjected to physical, #E's chart was reviewed for
tal bal and 1ab 1 indication of potential occurrence
men' al, verbal and sexual a u.se, corpora of verbal and/or physical abuse.
punishment, mental and physical neglect, Resident and staff interviews
and involuntary seclusion. were completed April 22, 2011
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"Abuse" is the willful infliction of injury,
unreasonable confinement, intimidation,
or punishment with resulting physical
harm or pain or mental anguish, or
deprivation by an individual, including a
caretaker, of goods or services that are
necessary to attain or maintain physical,
mental, and psychosocial well being. This
presumes that instances of abuse of all
residents, even those in a coma, cause
physical harm, or pain or mental anguish.

Physical Abuse:

Includes, but is not limited to, hitting,
slapping, punching, kicking, etc. It also
includes controlling behavior through
corporal punishment.

Verbal Abuse:

Refers to any use of oral, written, or
gestured language that includes
disparaging and derogatory terms to
residents or their families, or within
hearing distance, to describe residents
regardless of their age, ability to
comprehend or disability. Examples of
verbal abuse include, but are not limited
to, threats of harm, saying things to
frighten a resident, such as telling a
resident that he/she will never be able to
see his/her family again....

with no finding indicating
occurrence of abuse. All staff
have been re-inserviced
regarding recognition,
intervention and reporting
incidents of alleged abuse.
(Attachment C)Measures to
ensure this deficient practice
does not recur; All employee files
have been reviewed to ensure all
employees that have been hired
have not been convicted of a
felony conviction within the last
Syears. (Attachment L).
Bookkeeper or designee will
monitor criminal background
check of all applicants prior to
employment utilizing the
Employee Pre-Employee
Screening Policy. Findings will be
reported to facility administrator
who will confirm persons with a
criminal conviction in the past 5
years are not hired.  All staff
have been re-inserviced
regarding recognition,
intervention and reporting
incidents of alleged abuse.
(Attachment C)Social Service
Director was re-educated April 20,
2011 to policy and procedure of
Behavior Management,
(Attachment C); including
identifying a resident's problem
behavior including but not limited
to physical and/or verbal
aggressive behaviors. ldentifying
precipitants to behavior, using a
log to track behaviors and
precipitating factors, education of
staff in manner of approaching
resident and updating the
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Includes, but is not limited to,
humiliation, harassment, threats of
punishment or deprivation. The
procedures for reporting and documenting
mental abuse are the same as reporting
physical abuse....

Procedure:

Should any type of abuse or alleged abuse
occur, the following procedure is to be
followed:

1. Any staff member witnessing an
incident of physical, verbal, mental or
sexual abuse, must intervene on behalf of
resident.

2. After the resident's immediate safety is
ensured, the staff member must then
report the incident to the staff member in
charge of the facility at the time of the
incident. (If administrator is not in the
building at the time of the incident, he/she
will be notified immediately by the person
in charge.)...

3. A thorough investigation is intimated of
the allegations to gather pertinent
information and verify the occurrence.

22, 2011, to ensure awareness
and appropriate action for
behaviors of Physical and/or
verbally aggressive or socially
inappropriate or disruptive
behaviors. (attachment 1) April 22,
2011, Nursing staff and managers
were reeducated to abuse
recognition, intervention, and
reporting of resident
abuse.Monitoring of corrective
action; On April 6, 2011 Resident
#E was placed on one-to-one
monitoring until further

notice Social Service Director will
track behaviors and precipitating
factors, review with the IDT to
develop care plan and educate
staff to preventative interventions.
All Charts will be reviewed, by
April 22, 2011, to ensure
awareness and appropriate action
for behaviors of Physical and/or
verbally aggressive or socially
inappropriate or disruptive
behaviors. (attachment I) The
Social Service Director or her
designee will monitor to assure
use form (Attachment I) 5x
weekly for 30days, 3 times weekly
for 30 days, 1x weekly for 90 days
in total. Findings will be reported
to the QA&A team for review
weekly.The Bookkeeper or
designee will monitor all
applicants for felony conviction
status prior to employment and
report findings of felony
conviction to administrator
(Attachment L). Facility
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resident’s Care Plan.Resident
charts will be reviewed, by April
Mental Abuse: » DY AP
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4. There must be appropriate steps taken
to prevent further (potential) abuse while
the investigation is in progress..."

2) .The clinical record for resident #E was
reviewed on 4/3/11 at 4:30 p.m.

Resident #E's current diagnoses included,
but were not limited to, Huntington's
disease, mood disorder and dementia with
agitation.

Resident #E had a current healthcare plan,
which originated 4/26/10, and was
updated 1/12/11, which indicated the
resident had a problem listed as, resident
has a history of becoming abusive to
others.

Interventions for this problem included,
document all behaviors, interventions
used and the residents response to
interventions used.

Nursing note entries from Resident #E's
clinical record indicated the following,

10/29/10 at 5:00 p.m., "resident has been
verbally [sic] to other residents at table
for meals. When tried to redirect resident
resident became very hateful cursing at
staff. Refused to leave dining room when
finished instead continued to talk bad to

tablemate. Social service made aware."

administrator will assure persons
with a felony conviction are
reviewed are hired or decline
employment per Pre-Employment
Screening Policy. Employees
with a felony conviction within the
past five years are ineligible for
hire. Findings will be reported to
the QA&A team at least
quarterly. This process will
become part of Randolph Nursing
Homes Quality Assurance Program.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

EPSJ11 Facility ID: 000136 If continuation sheet

Page 19 of 92




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/09/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

155231

IA. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED

04/06/2011

NAME OF PROVIDER OR SUPPLIER

RANDOLPH NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

701 S OAK STREET
WINCHESTER, IN47394

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

10/30/10 at 3:00 p.m., " Resident has been
verbally taunting other residents at DR
[dining room] table, saying "you're so
ugly, I'd just shoot you", attempted to
redirect resident. continues [with]
behaviors."

10/31/10, at 3:00 p.m. "Continues [with]
behaviors when @ [at] table in DR .
called other resident gay, ugly and
worthless, other resident did not respond
back, attempted to redirect resident
[without] success."

11/1/10 at 10:00 a.m., ..."very rude to
other res [resident] during bkfst
[breakfast], unable to redirect, refused to
leave DR, calling other res "homo
[homosexual], states res needs shot in

head, "ugly".

11/6/10 at 2:00 p.m., " Resident conts
[continues] [with] behaviors during meals
- calls tablemate ugly and states "they are
going to shoot you" called him a macho
man, other resident did not respond to
comments."

11/7/10 at 6 p.m., "Res has had cont
[continued] behaviors at meal [times]
called other res ugly - states he needs a
gun to shoot other res - also tries to
provoke other res to throw spill proof cup
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at said res, other res has not been
initiating confrontation, unable to
redirect."

11/8/10 at 1:00 p.m., ..."cont to be rude to
other residents calling them "homos"
stating they are ugly and need to be shot,
resident undirectable, explained to res that
behavior is unacceptable and he needs to
leave the dining room, res refuses to leave
or quit making comments..."

11/9/10 (no time) "cont [continues] [with]
comments to other resident
[Resident#39], undirectable."

11/10/10 at 10:00 a.m., "resident very
verbally rude to [Resident #39] calling
him a "homo" and saying res needs "shot
in the head because he is so ugly" upon
staff redirection res does not stop, just
continues louder. Happens in dining
room during meal time, removed
[Resident #39] and bad mouthing
continues."

11/11/10 at 10:00 a.m.. " Res conts to
make rude comments to [Resident #39],

calls him "homo", "ugly" tells him he's
not getting nothing..."

11/12/10 at 8:00 a.m." Resident conts to
sit in dining room and make rude remarks
to [Resident #39] calling res a "homo"
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and saying res is so ugly he needs to be
shot unable to remove, redirect from
dining room. Explained several x's
[times] that behavior is unacceptable...."

11/13/10 at 3:00 p.m. "conts @ meals to
make rude comments to resident
[Resident#39]..."

11/17/10 at 9:00 a.m. resident continues
to be disrespectful at mealtime to res
[Resident #39] stating "you are an ugly
homo, I should blow your head off" when
trying to redirect res to stop being rude
and disruptive res states "I know my
rights" unable to redirect or get to remove
self from table...'

11/25/10 at 9:30 a.m., "Resident very
hateful [with] res [Resident #45]" in
dining room this a.m. for breakfast yelling
at res [Resident #45] to "sit down stupid if
you were a human being you could
comprehend..."

11/30/10 8:00 a.m. "Resident conts to be
verbally hateful [with] other residents
during breakfast, calling them "ugly" ..."
12/3/10 at 1:00 p.m. "Resident continues
to be verbally rude to other residents
when try to redirect res gets louder and
more verbal, call other residents "homo,
ugly and ignorant, says they need to be
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12/6/10 (no time) "conts [with] verbal
abuse towards other res, redirection
unsuccessful..."

12/8/10 (no time) "conts [with] behaviors
and rudeness towards other res calling res
llhomoll "
flips said res off [with] middle finger,

redirection unsuccessful..."

ugly" states needs to be shot",

12/11/10 at 2:00 p.m. "continues to make
rude gestures and yell to another resident
at meal time..."

12/21/10 at  6:00 p.m., "during
shift report CNA summoned writer
to DR tablemate [Resident #29]
was holding cheek stated that
[Resident #E] had smacked her on
the cheek, writer and on coming
nurse tried to remove [Resident #E]
from the table when res stood up
and was cursing and yelling stating
"I'm not going anywhere, I have my
rights, res then hit other nurse and
pushed writer, upon redirection
offering to take res tray to room so
he could finish and there res
punched writer, finally removed

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D X5
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shot in the head ..."
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from DR and taken to room." The
clinical record indicated the
Administrator and the resident's
physician was called. The resident
was placed on 15 minute checks to
monitor behavior. The resident was
transferred to an inpatient
psychiatric unit at 8:30 p.m. on
12/21/10. The resident returned to
the facility on 12/28/10.

.3) During an interview with the Administrator on
4/3/11 at 6:45 p.m. .additional information was
requested related to the reporting to the state
agency of the incidents of verbal abuse noted
above by Resident #E. The Administrator was
asked to provide documentation of any
interventions the facility implemented following
the verbal abuse incidents that were taken to
prevent further incidents from reoccurring. The
Administrator was asked for any investigations
that were completed following the incidents of
verbal abuse documented in Resident #E's clinical
record.

During an interview with the Administrator on
4/4/11 at 5:30 p.m. she indicated the facility had
no information to provide related to the verbal
abuse incidents committed by Resident #E noted
on the dates and times above. The Administrator
indicated the nurses who documented the verbal
abuse incidents in the clinical record failed to
report the incidents to anyone. She further
indicated she was not aware of any of the verbal
abuse incidents with Resident #E. She indicated
the facility had not investigated any of the verbal

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

EPSJ11  Facility ID:

000136 If continuation sheet

Page 24 of 92




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/09/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ §X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155231 5. WING 04/06/2011

STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
701 S OAK STREET

RANDOLPH NURSING HOME WINCHESTER, IN47394

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)

PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

abuse incidents. The Administrator indicated she
had not reported any of the verbal abuse incidents
to the state agency.

3.1-27(a)(1)

F0225 The facility must not employ individuals who
have been found guilty of abusing, neglecting,
or mistreating residents by a court of law; or
have had a finding entered into the State
nurse aide registry concerning abuse,
neglect, mistreatment of residents or
misappropriation of their property; and report
any knowledge it has of actions by a court of
law against an employee, which would
indicate unfitness for service as a nurse aide
or other facility staff to the State nurse aide
registry or licensing authorities.

The facility must ensure that all alleged
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source
and misappropriation of resident property are
reported immediately to the administrator of
the facility and to other officials in accordance
with State law through established
procedures (including to the State survey and
certification agency).

The facility must have evidence that all
alleged violations are thoroughly investigated,
and must prevent further potential abuse
while the investigation is in progress.

The results of all investigations must be
reported to the administrator or his
designated representative and to other
officials in accordance with State law
(including to the State survey and certification
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agency) within 5 working days of the incident,
and if the alleged violation is verified
appropriate corrective action must be taken.
SS=G A. Based on record review and interview F0225 F 225 Preparation and/or 04/22/2011
the facility failed to develop and executl'on 9f this plan of )
i . X correction in general, or this
implement a facility policy related to corrective action in particular,
hiring employees with a felony conviction does not constitute an admission
within the last 5 years for 1 of 5 or agreement by Randolph
employee files reviewed. (Employee CNA Nursing Home of t,he facts ,
#1 d failed incid £ alleged or conclusions set forth in
), and failed to ensure incidents o this statement of deficiencies.
resident verbal abuse were reported to the The plan of correction and
Administrator, failed to ensure incidents specific corrective actions are
of verbal abuse were investigated, failed prepared and/or executed in
incid fverbal ab h compliance with state and federal
to report[ incidents o Ve.r a a' use to the laws. Please accept this plan of
appropriate state authority, failed to correction as our credible
ensure interventions were implemented to allegation of compliance with
prevent further incidents of verbal abuse all regulatory requirements.
for 2 of 2 residents reviewed who resided This facility has policy and
. . procedures in place to promote
on the secured dementia unit who were the resident right to be free from
subjected to verbal abuse (Resident #'S abuse and for pre-hire screening
39, 45,), and failed to protect 1 of 1 of applicants. Corrective action
resident from physical abuse (resident for affected residents Employee
. . C.N.A#1 has been terminated.
#29 ) which were committed by 1 of 1 (Attachment K) Residents #39 &
resident reviewed for verbal and physical #45 were interviewed and their
abuse in a sample of 16. (Resident #E) records reviewed for psychosocial
outcomes of verbal abuse
B. Based on record review and interview the (without fin(}lipgs), Residerjnt.s #39
facility failed to ensure an employee who was & #45 ph.y.SICIanS and families
hired by the facility to provide direct care to were notified of the verbal
residents had not been convicted of a felony within abl'_lse’ a report was sent to
the last 5 years for 1 of 5 employee files reviewed. Indiana Sta.te Department of
(Employee CNA #1) Health.Resident #E was placed
on One-to-One supervision until
o ' further notice. All staff have been
Findings include: re-inserviced regarding
recognition, intervention and
reporting incidents of alleged
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A1.) Review of the current undated abuse. (Attachment C)Social
facility policy, titled "Incidents of Alleged ig:ﬁ';g Eggiitct); v;slsicr;a;c:jucated
" . .. ,
Abuse" , provided by the administrator on procedure of Behavior Mgt, see
4/4/11 at 9:15 a.m., indicated the (Attachment C) including
following, identifying a resident's problem
behavior including but not limited
" p ) to Physical and/or verbal
urpose: aggressive. ldentify precipitants
to behavior including people
To ensure that each resident is free of involved, environment, verbal and
physical, mental, verbal and sexual abuse, non-verbal behavpr and using a
| <h | and physical log to track behaviors,
corpora pun¥s ment, menta ag physica precipitating factors, education of
neglect, and involuntary seclusion. staff regarding interventions and
Residents must not be subjected to abuse manner of approaching resident,
by anyone including, but not limited to, and documentation of these
facili  oth d I findings on the Care
acility staft, other residents, consy tants Plan. Identification of other
or volunteers, staff of other agencies residents at risk; All employee
serving the resident, family members or files have been reviewed to
legal guardians, friends or other ensure all employees that have
individual been hired have not been
individuals. convicted of a felony conviction
within the last Syears. see
Policy: (Attachment L) All staff have been
re-inserviced regarding
. e . . . recognition, intervention and
Remdents. rem.dm.g in this fa0111ty.w111 be reporting incidents of alleged
treated with dignity and respect in abuse. (Attachment C)Social
accordance with their individual needs. Service Director was re-educated
They will not be subjected to physical, to the Policies and Procedure's of
Behavior Mgt, see (Attachment C)
mental, verbal and sexual abuse, corporal . Y o
) ) including identifying a resident's
punishment, mental and physical neglect, problem behavior including but
and involuntary seclusion. not limited to Physical and/or
verbal aggression. ldentify
"Abuse" is the willful infliction of injury, precipitants to behavior including
o People involved, Environment,
unreasonable confinement, intimidation, Verbal and Non-Verbal Behavior
or punishment with resulting physical and using a Log to track
harm or pain or mental anguish, or behaviors and precipitating
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deprivation by an individual, including a
caretaker, of goods or services that are
necessary to attain or maintain physical,
mental, and psychosocial well being. This
presumes that instances of abuse of all
residents, even those in a coma, cause
physical harm, or pain or mental anguish.

Physical Abuse:

Includes, but is not limited to, hitting,
slapping, punching, kicking, etc. It also
includes controlling behavior through
corporal punishment.

Verbal Abuse:

Refers to any use of oral, written, or
gestured language that includes
disparaging and derogatory terms to
residents or their families, or within
hearing distance, to describe residents
regardless of their age, ability to
comprehend or disability. Examples of
verbal abuse include, but are not limited
to, threats of harm, saying things to
frighten a resident, such as telling a
resident that he/she will never be able to
see his/her family again....

Mental Abuse:

Includes, but is not limited to,
humiliation, harassment, threats of

factors, and educate staff in
manner's of approaching
residents and appropriate
documentation on the resident’s
Care Plan.Resident #E's chart
was fully reviewed to ensure no
more verbal and/or physical
abuse had occurred.Measures to
ensure this deficient practice
does not recur; Employee files
have been reviewed to ensure all
employees that have been hired
have not been convicted of a
felony conviction within the last
Syears. (Attachment L) April 22,
2011 All staff have been
re-inserviced regarding
recognition, intervention and
reporting incidents of alleged
abuse. (Attachment C)Social
Service Director was re-educated
to the Policies and Procedure's of
Behavior Mgt, see (Attachment C)
including identifying a resident's
problem behavior including but
not limited to Physical and/or
verbal aggression. ldentify
precipitants to behavior including
People involved, Environment,
Verbal and Non-Verbal Behavior
and using a Log to track
behaviors and precipitating
factors, and educate staff in
manner's of approaching
residents and appropriate
documentation on the resident’s
Care Plan.April 6, 2011 Resident
#E was placed on one-to-one
monitoring until further
notice.Resident #E's chart was
fully reviewed to ensure no more
verbal and/or physical abuse had
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punishment or deprivation. The occurred. All Charts were
procedures for reporting and documenting reviewed to ensure behaviors of
Lab h . physical and/or verbally
ment.a abuse are the same as reporting aggression or socially
physical abuse.... inappropriate or disruptive
behaviors have been
Procedure: appropriately addressed.
) (attachment 1) Monitoring of
corrective action; All employee
Should any type of abuse or alleged abuse files have been reviewed to
occur, the following procedure is to be ensure all employees that have
followed: been hired have not been
' convicted of a felony conviction
) ) within the last Syears. see
1. Any staff member witnessing an (Attachment L). Facility
incident of physical, verbal, mental or administrator will assure persons
sexual abuse, must intervene on behalf of with a felony conviction are
d reviewed and decline
resident. employment per Pre-Employment
Screening Policy. The
2. After the resident's immediate safety is Bookkeeper or her designee will
ensured, the staff member must then use form (Attachment L) for all
tt the incident to the staff ber i new hires, 5x weekly for 30 days,
repo ¢ mnct er.l. othes a. member 1n 3x weekly for 30 days, 1x weekly
charge of the facility at the time of the for 90 days in total. Findings will
incident. (If administrator is not in the be reported to the QA&A team on
building at the time of the incident, he/she a weekly basis. Social Service
1 tified i diatelv by th Director was re-educated to
Wl ¢ notihied immediately by the person Policies and Procedure's of
in charge.)... Behavior Mgt, including
identifying a resident's problem
3. A thorough investigation is intimated of behavior including but not limited
. . to Physical and/or verbal
the allegations to gather pertinent . . -
) ] i aggression. ldentify precipitants
information and verify the occurrence. to behavior including People
involved, Environment, Verbal
4. There must be appropriate steps taken and Non-Verbal Behavior and
. . using a Log to track behaviors
to prevent further (potential) abuse while NV
i R and precipitating factors, and
the investigation is in progress..." educate staff in manners of
approaching residents. Lastly,
document these findings on the
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A2) .The clinical record for resident #E Plan of Care. (Attachment C) Al
was reviewed on 4/3/11 at 4:30 p.m. Charts have bgen rewewgd to
ensure behaviors of physical
and/or verbally aggressive or
Resident #E's current diagnoses included, socially inappropriate or disruptive
but were not limited to, Huntington's behaviors are recognized and
disease, mood disorder and dementia with responded to appro.pnately..
L. (Attachment I). Social Service
agitation. Director reported findings of this
audit to the Administrator and
Resident #E had a current healthcare plan, QA/A committee. The Social
which originated 4/26/10, and was Service Director or her designee
L will use form (Attachment 1) for
up(.lated 1/12/11, which %ndlcated th.e monitoring 5x weekly for 30 days,
resident had a problem listed as, resident 3x weekly for 30 days, 1x weekly
has a history of becoming abusive to for 90 days in total. Findings will
others be reported to the Administrator
I . for thi blem included as well as to the QA&A committee
nterventions for t 1's pro. em 1nc.u cd, weekly.Facility administrator will
document all behaviors, interventions assure persons with a felony
used and the residents response to conviction are reviewed and
interventions used. decline employment per .
Pre-Employment Screening
) ) ) Policy. Employees with a felony
Nursing note entries from Resident #E's conviction within the past five
clinical record indicated the following, years are ineligible for hire.
Findings will be reported to the
. QA&A team at least quarterly, and
10/29/10 at 5:00 p.m., "resident has been . d y.an
) ) will become part of Randolph
verbally [sic] to other residents at table Nursing Homes Quality Assurance
for meals. When tried to redirect resident Program.
resident became very hateful cursing at
staff. Refused to leave dining room when
finished instead continued to talk bad to
tablemate. Social service made aware."
10/30/10 at 3:00 p.m., " Resident has been
verbally taunting other residents at DR
[dining room] table, saying "you're so
ugly, I'd just shoot you", attempted to
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redirect resident. continues [with]
behaviors."

10/31/10, at 3:00 p.m. "Continues [with]
behaviors when @ [at] table in DR .
called other resident gay, ugly and
worthless, other resident did not respond
back, attempted to redirect resident
[without] success."

11/1/10 at 10:00 a.m., ..."very rude to
other res [resident] during bkfst
[breakfast], unable to redirect, refused to
leave DR, calling other res "homo
[homosexual], states res needs shot in

head, "ugly".

11/6/10 at 2:00 p.m., " Resident conts
[continues] [with] behaviors during meals
- calls tablemate ugly and states "they are
going to shoot you" called him a macho
man, other resident did not respond to
comments."

11/7/10 at 6 p.m., "Res has had cont
[continued] behaviors at meal [times]
called other res ugly - states he needs a
gun to shoot other res - also tries to
provoke other res to throw spill proof cup
at said res, other res has not been
initiating confrontation, unable to
redirect."

11/8/10 at 1:00 p.m., ..."cont to be rude to
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other residents calling them "homos"
stating they are ugly and need to be shot,
resident undirectable, explained to res that
behavior is unacceptable and he needs to
leave the dining room, res refuses to leave
or quit making comments..."

11/9/10 (no time) "cont [continues] [with]
comments to other resident
[Resident#39], undirectable."

11/10/10 at 10:00 a.m., "resident very
verbally rude to [Resident #39] calling
him a "homo" and saying res needs "shot
in the head because he is so ugly" upon
staff redirection res does not stop, just
continues louder. Happens in dining
room during meal time, removed
[Resident #39] and bad mouthing
continues."

11/11/10 at 10:00 a.m.. " Res conts to
make rude comments to [Resident #39],

calls him "homo", "ugly" tells him he's
not getting nothing..."

11/12/10 at 8:00 a.m." Resident conts to
sit in dining room and make rude remarks
to [Resident #39] calling res a "homo"
and saying res is so ugly he needs to be
shot unable to remove, redirect from
dining room. Explained several x's
[times] that behavior is unacceptable...."
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11/13/10 at 3:00 p.m. "conts @ meals to
make rude comments to resident
[Resident#39]..."

11/17/10 at 9:00 a.m. resident continues
to be disrespectful at mealtime to res
[Resident #39] stating "you are an ugly
homo, I should blow your head off" when
trying to redirect res to stop being rude
and disruptive res states "I know my
rights" unable to redirect or get to remove
self from table...'

11/25/10 at 9:30 a.m., "Resident very
hateful [with] res [Resident #45]" in
dining room this a.m. for breakfast yelling
at res [Resident #45] to "sit down stupid if
you were a human being you could
comprehend..."

11/30/10 8:00 a.m. "Resident conts to be
verbally hateful [with] other residents
during breakfast, calling them "ugly" ..."

12/3/10 at 1:00 p.m. "Resident continues
to be verbally rude to other residents
when try to redirect res gets louder and
more verbal, call other residents "homo,
ugly and ignorant, says they need to be
shot in the head ..."

12/6/10 (no time) "conts [with] verbal
abuse towards other res, redirection
unsuccessful..."
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12/8/10 (no time) "conts [with] behaviors
and rudeness towards other res calling res
"homo" "ugly" states needs to be shot",
flips said res off [with] middle finger,
redirection unsuccessful..."

nn

12/11/10 at 2:00 p.m. "continues to make
rude gestures and yell to another resident
at meal time..."

12/21/10 at  6:00 p.m., "during
shift report CNA summoned writer
to DR tablemate [Resident #29]
was holding cheek stated that
[Resident #E] had smacked her on
the cheek, writer and on coming
nurse tried to remove [Resident #E]
from the table when res stood up
and was cursing and yelling stating
"I'm not going anywhere, I have my
rights, res then hit other nurse and
pushed writer, upon redirection
offering to take res tray to room so
he could finish and there res
punched writer, finally removed
from DR and taken to room." The
clinical record indicated the
Administrator and the resident's
physician was called. The resident
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was placed on 15 minute checks to
monitor behavior. The resident was
transferred to an inpatient
psychiatric unit at 8:30 p.m. on
12/21/10. The resident returned to
the facility on 12/28/10.

A.3) During an interview with the Administrator
on 4/3/11 at 6:45 p.m. .additional information was
requested related to the reporting to the state
agency of the incidents of verbal abuse noted
above by Resident #E. The Administrator was
asked to provide documentation of any
interventions the facility implemented following
the verbal abuse incidents that were taken to
prevent further incidents from reoccurring. The
Administrator was asked for any investigations
that were completed following the incidents of
verbal abuse documented in Resident #E's clinical
record.

During an interview with the Administrator on
4/4/11 at 5:30 p.m. she indicated the facility had
no information to provide related to the verbal
abuse incidents committed by Resident #E noted
on the dates and times above. The Administrator
indicated the nurses who documented the verbal
abuse incidents in the clinical record failed to
report the incidents to anyone. She further
indicated she was not aware of any of the verbal
abuse incidents with Resident #E. She indicated
the facility had not investigated any of the verbal
abuse incidents. The Administrator indicated she
had not reported any of the verbal abuse incidents
to the state agency.

B1.) Review of the current undated facility policy,
titled "Criminal Background Checks", provided by
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the Administrator on 4/5/11 at 1:30 p.m., indicated
the following,

" Indiana: Complete the "Request for Limited
Criminal History Information"... within three (3)
business days from date a person is employed as a
nurse aide or other licensed employee for a copy
of the person's state nurse aide registry report from
the department and a criminal history from the
Indiana Central Repository for criminal history
information..."

B2.) Review of the employee files on 4/5/11 at
3:45 p.m. indicated Employee CNA #1 was hired
by the facility on 1/13/11.

The "Indiana State Police Limited Criminal
History" report for Employee CNA #1, dated
1/24/11 indicated the following,

"Arrest 1 01/13/2009
Arrest Detail:

Agency: [Name of County Sheriff Department]
Original Charge: Fraud

Original Charge: Theft

Class / Level : D Felony

Original Charge: Forgery

Prosecutor / Court Detail:

Cause Number: [Number Listed]
Filed Charge: Theft

Class / Level : D Felony
Amended Charge: Theft

Class / Level D Felony

Disposition: Guilty
Sentence: 18 M [months]
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facility failed to follow the facility abuse
policy related to incidents of verbal abuse
for 2 of 2 residents reviewed who resided
on the secured dementia unit who were
subjected to verbal abuse (Resident #'S
39, 45 ) which were committed by 1 of 1
resident reviewed for verbal abuse in a
sample of 16. (Resident #E)and failed to
protect 1 of 1 resident from physical
abuse (resident #29 ) which were
committed by 1 of 1 resident reviewed
for verbal and physical abuse in a sample
of 16. (Resident #E)

and the facility failed to develop and
implement a facility policy related to

execution of this plan of
correction in general, or this
corrective action in particular,
does not constitute an admission
or agreement by Randolph
Nursing Home of the facts
alleged or conclusions set forth in
this statement of deficiencies.
The plan of correction and
specific corrective actions are
prepared and/or executed in
compliance with state and federal
laws. Please accept this plan of
correction as our credible
allegation of compliance with
all regulatory requirements.
This s facility has policies
prohibiting resident abuse
including screening of applicants
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Probation: 18M..."
During an interview with the Administrator on
4/5/11 at 4:15 p.m. she indicated the facility had
no policy related to employee hiring eligibility
based on results of the employee's "Limited
Criminal History" information. She further
indicated she was unaware Employee CNA #1 had
been convicted of a felony theft charge.
3.1-27(a)(1)
F0226 The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
SS=G Based on record review and interview the F0226 F 226 Preparation and/or 04/22/2011
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hiring employees with a felony conviction through assuring appropriate
with in the last 5 years for 1 of 5 government regulated licensing,
. reference checks and criminal
employee files reviewed. (Employee CNA background check. Corrective
#1) action for affected
residents Employee C.N.A#1 has
Findings include: been terminated. (Attachment K)
’ Residents #39 & #45 were
interviewed and their records
1.) Review of the current undated facility reviewed for psychosocial
policy, titled "Incidents of Alleged Abuse" outcomes of verbal abuse
, provided by the administrator on 4/4/11 (without f'“‘,"f‘gs)’ Re3|der.1t.s #39
9:15 ndi d the followi & #45 physicians and families
at 9:15 a.m., ndicated the tollowing, were notified of the verbal
abuse, a report was sent to
" Purpose: Indiana State Department of
Health. Resident #E was placed
. . on One-to-One supervision until
To er}sure that each resident is free of further notice. Al staff have been
physical, mental, verbal and sexual abuse, re-inserviced by regarding
corporal punishment, mental and physical recognition, intervention and
neglect, and involuntary seclusion. reporting incidents of alleged
Resident t not b biected to ab abuse. (Attachment C)Social
esidents mus n(.) ¢ subjec f.: .O abuse Service Director was re-educated
by anyone including, but not limited to, April 20, 2011 to policy and
facility staff, other residents, consultants procedure of Behavior Mgt, see
or volunteers, staff of other agencies (Attachment C) including
o th dent. famil b identifying a resident's problem
serving e-r651 er?, amily members or behavior including but not limited
legal guardians, friends or other to Physical and/or verbal
individuals. aggressive. ldentify precipitants
to behavior including People
Policy: involved, Environment, Verbal
oliey: and Non-Verbal Behavior and
using a log to track behaviors and
Residents residing in this facility will be precipitating factors, and educate
treated with dignity and respect in staff in manner of approaching
. T resident. Document these
accordance with their individual needs. T
. . i findings on the Care
They will not be subjected to physical, Plan. Identification of other
mental, verbal and sexual abuse, corporal residents at risk; All employee
punishment, mental and physical neglect, files have been reviewed to
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and involuntary seclusion. ensure all employees that have
been hired have not been
convicted of a felony conviction
" " . e .
Abuse" is the willful infliction of injury, within the last Syears. see
unreasonable confinement, intimidation, (Attachment L) All staff have been
or punishment with resulting physical re-inserviced regarding Incidents
harm or pain or mental anguish, or of Alleged Abuse. see
deprivation b individual. includi (Attachment C)Social Service
eprivation by an indivi ual, imcluding a Director was re-educated to the
caretaker, of goods or services that are Policies and Procedure's of
necessary to attain or maintain physical, Behavior Mgt, see (Attachment C)
mental, and psychosocial well being. This including |dent|fy|qg a re.3|dents
hat i fab Fall problem behavior including but
pre.sumest at 1nstanc.es ol abuse ot a not limited to Physical and/or
residents, even those in a coma, cause verbal aggression. ldentify
physical harm, or pain or mental anguish. precipitants to behavior including
People involved, Environment,
. Verbal and Non-Verbal Behavior
Physical Abuse: and using a Log to track
behaviors and precipitating
Includes, but is not limited to, hitting, factors, and educate staff in
slapping, punching, kicking, etc. It also manner's of approaching
includ trolline behavior th h residents and appropriate
Includes con .ro 1ng behavior throug documentation on the resident’s
corporal punishment. Care Plan.Resident #E's chart
was fully reviewed by the facility
Verbal Abuse: administrator and Director of
Operations April 5, 2011 for
) identification of occurrence of, or
Refers to any use of oral, written, or residents potentially affected by,
gestured language that includes verbal and/or physical
disparaging and derogatory terms to abuse.Measures to ensure this
. . e i deficient practice does not
residents or their families, or within - X
] ) ’ ) recur; Employee files have been
hearing distance, to describe residents reviewed to ensure all employees
regardless of their age, ability to that have been hired have not
comprehend or disability. Examples of been convicted of a felony
verbal abuse include, but are not limited conviction within the last Syears.
> ) (Attachment L) April 19, 2011 All
to, threats of harm, saying things to staff have been re-inserviced
frighten a resident, such as telling a regarding Incidents of Alleged
resident that he/she will never be able to Abuse. (Attachment C)Social
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see his/her family again....
Mental Abuse:

Includes, but is not limited to,
humiliation, harassment, threats of
punishment or deprivation. The
procedures for reporting and documenting
mental abuse are the same as reporting
physical abuse....

Procedure:

Should any type of abuse or alleged abuse
occur, the following procedure is to be
followed:

1. Any staff member witnessing an
incident of physical, verbal, mental or
sexual abuse, must intervene on behalf of
resident.

2. After the resident's immediate safety is
ensured, the staff member must then
report the incident to the staff member in
charge of the facility at the time of the
incident. (If administrator is not in the
building at the time of the incident, he/she
will be notified immediately by the person
in charge.)...

3. A thorough investigation is intimated of
the allegations to gather pertinent

information and verify the occurrence.

Service Director was re-educated
to Policies and Procedure's of
Behavior Mgt, see (Attachment
C), including identifying a
resident's problem behavior
including but not limited to
physical and/or verbal
aggression. ldentify precipitants
to behavior including People
involved, Environment, Verbal
and Non-Verbal Behavior and
using a Log to track behaviors
and precipitating factors, and
educate staff in manner of
approaching residents. Lastly,
document these findings on the
Plan of Care.April 6, 2011
Resident #E was placed on
one-to-one monitoring until further
notice.Resident #E's chart was
fully reviewed to ensure no more
verbal and/or physical abuse had
occurred. All Charts have been
reviewed to ensure behaviors of
physical and/or verbally
aggressive or socially
inappropriate or disruptive
behaviors are recognized and
responded to appropriately.
(attachment I). Social Service
Director reported findings of this
audit to the Administrator and
QA/A committee. Monitoring of
corrective action; All employee
files have been reviewed to
ensure all employees that have
been hired have not been
convicted of a felony conviction
within the last 5years. see
(Attachment L) The Bookkeeper
or her designee will use form
(Attachment L) for all new hires,
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4. There must be appropriate steps taken
to prevent further (potential) abuse while
the investigation is in progress..."

2) .The clinical record for resident #E was
reviewed on 4/3/11 at 4:30 p.m.

Resident #E's current diagnoses included,
but were not limited to, Huntington's
disease, mood disorder and dementia with
agitation.

Nursing note entries from Resident #E's
clinical record indicated the following,

10/29/10 at 5:00 p.m., "resident has been
verbally [sic] to other residents at table
for meals. When tried to redirect resident
resident became very hateful cursing at
staff. Refused to leave dining room when
finished instead continued to talk bad to
tablemate. Social service made aware."

10/30/10 at 3:00 p.m., " Resident has been
verbally taunting other residents at DR
[dining room] table, saying "you're so
ugly, I'd just shoot you", attempted to
redirect resident. continues [with]
behaviors."

10/31/10, at 3:00 p.m. "Continues [with]
behaviors when @ [at] table in DR .

5x weekly for 30 days, 3x weekly
for 30 days, 1x weekly for 90 days
in total. Findings will be reported
to the QA&A team on a weekly
basis. The Social Service Director
or her designee will monitor
resident behaviors (Attachment I)
5x weekly for 30 days, 3x weekly
for 30 days, 1x weekly for 90 days
in total. Findings will be reported
to the Administrator as well as to
the QA&A committee
weekly.Facility administrator will
assure persons with a felony
conviction are reviewed are hired
or decline employment per
Pre-Employment Screening
Policy. Employees with a felony
conviction within the past five
years are ineligible for hire.
Findings will be reported to the
QA&A team at least quarterly, and
will become part of Randolph
Nursing Homes Quality Assurance
Program.
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called other resident gay, ugly and
worthless, other resident did not respond
back, attempted to redirect resident
[without] success."

11/1/10 at 10:00 a.m., ..."very rude to
other res [resident] during bkfst
[breakfast], unable to redirect, refused to
leave DR, calling other res "homo
[homosexual], states res needs shot in

head, "ugly".

11/6/10 at 2:00 p.m., " Resident conts
[continues] [with] behaviors during meals
- calls tablemate ugly and states "they are
going to shoot you" called him a macho
man, other resident did not respond to
comments."

11/7/10 at 6 p.m., "Res has had cont
[continued] behaviors at meal [times]
called other res ugly - states he needs a
gun to shoot other res - also tries to
provoke other res to throw spill proof cup
at said res, other res has not been
initiating confrontation, unable to
redirect."

11/8/10 at 1:00 p.m., ..."cont to be rude to
other residents calling them "homos"
stating they are ugly and need to be shot,
resident undirectable, explained to res that
behavior is unacceptable and he needs to
leave the dining room, res refuses to leave
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or quit making comments..."

11/9/10 (no time) "cont [continues] [with]
comments to other resident
[Resident#39], undirectable."

11/10/10 at 10:00 a.m., "resident very
verbally rude to [Resident #39] calling
him a "homo" and saying res needs "shot
in the head because he is so ugly" upon
staff redirection res does not stop, just
continues louder. Happens in dining
room during meal time, removed
[Resident #39] and bad mouthing
continues."

11/11/10 at 10:00 a.m.. " Res conts to
make rude comments to [Resident #39],

calls him "homo", "ugly" tells him he's
not getting nothing..."

11/12/10 at 8:00 a.m." Resident conts to
sit in dining room and make rude remarks
to [Resident #39] calling res a "homo"
and saying res is so ugly he needs to be
shot unable to remove, redirect from
dining room. Explained several x's
[times] that behavior is unacceptable...."

11/13/10 at 3:00 p.m. "conts @ meals to
make rude comments to resident
[Resident#39]..."

11/17/10 at 9:00 a.m. resident continues
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to be disrespectful at mealtime to res
[Resident #39] stating "you are an ugly
homo, I should blow your head off" when
trying to redirect res to stop being rude
and disruptive res states "I know my
rights" unable to redirect or get to remove
self from table...'

11/25/10 at 9:30 a.m., "Resident very
hateful [with] res [Resident #45]" in
dining room this a.m. for breakfast yelling
at res [Resident #45] to "sit down stupid if
you were a human being you could
comprehend..."

11/30/10 8:00 a.m. "Resident conts to be
verbally hateful [with] other residents
during breakfast, calling them "ugly" ..."

12/3/10 at 1:00 p.m. "Resident continues
to be verbally rude to other residents
when try to redirect res gets louder and
more verbal, call other residents "homo,
ugly and ignorant, says they need to be
shot in the head ..."

12/6/10 (no time) "conts [with] verbal
abuse towards other res, redirection
unsuccessful..."

12/8/10 (no time) "conts [with] behaviors
and rudeness towards other res calling res

nn

"homo" "ugly" states needs to be shot",

flips said res off [with] middle finger,
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redirection unsuccessful..."

12/11/10 at 2:00 p.m. "continues to make
rude gestures and yell to another resident
at meal time..."

3.) During an interview with the
Administrator on 4/3/11 at 6:45 p.m.
.additional information was requested
related to the reporting to the state agency
of the incidents of verbal abuse noted
above by Resident #E. The Administrator
was asked to provide documentation of
any interventions the facility
implemented following the verbal abuse
incidents that were taken to prevent
further incidents from reoccurring. The
Administrator was asked for any
investigations that were completed
following the incidents of verbal abuse
documented in Resident #E's clinical
record.

During an interview with the
Administrator on 4/4/11 at 5:30 p.m. she
indicated the facility had no information
to provide related to the verbal abuse
incidents committed by Resident #E noted
on the dates and times above. The
Administrator indicated the facility did
not follow their abuse policy. She
indicated the nurses who documented the

verbal abuse incidents in the clinical
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record failed to report the incidents to
anyone. She further indicated she was not
aware of any of the verbal abuse incidents
with Resident #E. She indicated the
facility had not investigated any of the
verbal abuse incidents. The Administrator
indicated she had not reported any of the
verbal abuse incidents to the state agency.

4.) Review of the current undated facility
policy, titled "Criminal Background
Checks", provided by the Administrator
on 4/5/11 at 1:30 p.m., indicated the
following,

" Indiana: Complete the "Request for
Limited Criminal History Information"...
within three (3) business days from date a
person is employed as a nurse aide or
other licensed employee for a copy of the
person's state nurse aide registry report
from the department and a criminal
history from the Indiana Central
Repository for criminal history
information..."

5.) Review of the employee files on
4/5/11 at 3:45 p.m. indicated Employee
CNA #1 was hired by the facility on
1/13/11.

The "Indiana State Police Limited
Criminal History" report for Employee
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CNA #1, dated 1/24/11 indicated the
following,

"Arrest 1 01/13/2009
Arrest Detail:

Agency: [Name of County Sheriff
Department]

Original Charge: Fraud

Original Charge: Theft

Class / Level : D Felony

Original Charge: Forgery

Prosecutor / Court Detail:

Cause Number: [Number Listed]
Filed Charge: Theft

Class / Level : D Felony
Amended Charge: Theft

Class / Level D Felony

Disposition: Guilty
Sentence: 18 M [months]
Probation: 18M..."

6.) During an interview with the
Administrator on 4/5/11 at 4:15 p.m. she
indicated the facility had no policy
related to employee hiring based on
results of the employee's "Limited
Criminal History" information. She
further indicated she was unaware
Employee CNA #1 had been convicted of
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a felony theft charge.
3.1-28(a)
F0250 The facility must provide medically-related
social services to attain or maintain the
highest practicable physical, mental, and
psychosocial well-being of each resident.
SS=G Based on record review and interview the F0250 F 250 Preparation and/or 04/22/2011
facility failed to ensure Social Services execution gf this plan of ,
. . . correction in general, or this
reviewed and intervened following corrective action in particular,
incidents of resident verbal abuse, failed does not constitute an admission
to ensure incidents of verbal abuse were or agreement by Randolph
investigated, , failed to ensure Nursing Home of the facts )
. . ol d alleged or conclusions set forth in
Interventions w§re 1.mp emented to this statement of deficiencies.
prevent further incidents of verbal abuse The plan of correction and
for 2 of 2 residents reviewed who were specific corrective actions are
subjected to verbal abuse (Resident #'S prepalred and{ ?r: etxe;cutec(ij Ifnd |
. . compliance with state and federa
39,45,), .falled to prote.ct 1of1 res1d§nt laws. Please accept this plan of
from physical abuse (resident #29 ) which correction as our credible
were committed by 1 of 1 resident allegation of compliance with
reviewed for verbal and physical abuse all regulatory requirements.
(Resident #E), and the facility failed to This fac'“ty. prowdgs medmal[y
. . . related social services to attain or
ensure the Social Services assisted maintain the highest practicable
residents with discharge planning for 2 of physical, mental, and
3 residents reviewed who were discharged psychosocial well being of each
from the facility (Resident #'s C, D) in a reS|dent.Correct|ve aclion for
le of affected residents Previously
sample of 16. discharged residents C and D are
residing at Parkview of Muncie.
Findings include: Residents #39 and Resident #45
were interviewed and each was
1) Revi fih dated facili without recollection of the event.
) . eV1.ew of the cu.rrent undated factlity Both families and physicians were
policy, titled "Behavior Management notified of the subjected verbal
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-General", provided by the Administrator abuse.On April 6, 2011 Resident
on 4/5/11 at 1:30 p.m. indicated the #E V\./aS.placed. on one-to-qne
. monitoring until further notice The
following, Social Service Director was
re-educated to Job Description
"Policy: including responsibility for
planning, developing, organizing,
The Social Services Department will g?rzlstmg:Eggs,sgizllugzr\ﬂcaend
provide or make referrals to provide programs. Assess each resident’
appropriate interventions and input to s psychosocial needs and
assist in establishing a plan of treatment dgvelgp the plan of care. Assist
. N . with discharge planning,
for those residents as needing "Behavior development and implementation
Management." of the discharge plan. Social
Service Director was re-educated
to policy and procedure of
. . Behavior Mgt, including
Procedure: The Social Services identifying a resident's problem
Department along with the behavior including but not limited
multidisciplinary team will: to physical and/or verbal
aggression. ldentify precipitants
. . . to behavior including people
1. Identify a resident's problem behavior involved, environm egnf, v er:b al and
(i.e. behavior that may adversely affect the non-verbal behavior and using a
well being of the resident themselves, log to track behaviors and
other residents, etc.) including, but not precipitating factors, and educate
.. staff in manner of approaching
limited to: resident. As well as,
documentation updating the
a. Physically and/or verbally aggressive resident’s Care Plan. (Attachment
(abusive)... C)ldentification of other residents
f. Socially inappropriate or disruptive atrisk; Audit of discharged
) ) resident records was completed
behavior ensuring placement for the
resident was found and
2. Identify precipitants to behavior, appropriate communication to the
. . .. responsible party. (Attachment 1)
including, but not limited to: Resi . )
esident and staff interviews
were completed to determine
a. People involved indication of other occurrences of
b. Environment potential verbal or physical
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c¢. Verbal and non-verbal behavior

Use the "Behavior Monitoring Log" to
track behaviors and precipitating factors
and the "Evaluation for New Or
Worsening Behavioral Symptoms" to
thoroughly assess resident behaviors.

3. Describe the impact of resident
behavior on:

a. Resident exhibiting the problem
behavior

b. Other residents

c. Staff's ability to perform treatment for
resident with problem...

4. Identify desired behavior or change/
goals.

5. Establish interventions

a. Educate staff in manner of approaching
resident

b. One - to -one visits/counseling

c. Mental health evaluation / intervention
d. Behavior programs

-contracting

-rewarding

-redirection

-reinforcement

-group support

-removal /relocation from problem

situation

abuse. Resident #E's chart was
fully reviewed to identify potential
occurrences of verbal and/or
physical abuse for further
investigation and action as
indicated. Measures to ensure
this cited practice does not

recur; April 6, 2011 Resident #E
was placed on one-to-one
monitoring until further

notice. Social Service Director
was re-educated to policy and
procedure of Behavior Mgt, see
(Attachment C) including
identifying a resident's problem
behavior including but not limited
to Physical and/or verbal
aggression. Identify precipitants
to behavior including People
involved, Environment, Verbal
and Non-Verbal Behavior and
using a log to track behaviors and
precipitating factors, and educate
staff in manner of approaching
resident. Documentation of these
findings on the Care Plan.Social
Service Director was re-educated
to the Social Service Job
Description including discharge
planning, development and
implementation of the discharge
plan, assisting with resident
placement or relocation and
notification of responsible party of
discharge plan. Monitoring of
corrective action; On April 6,
2011 Resident #E was placed on
one-to-one monitoring until further
notice and Social Services
reviews the behavior log for
resident 5x weekly and reports
behavior events to the IDT during
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-family involvement

-monitoring side effects of psychotropic
medications

-pastoral interventions

6. Document on Care Plan

a. Problems
b. Goals
c¢. Approaches

7. Establish method of staffs recording /
behavior logging of:

a. Noted occurrence of problem behavior
b. Interventions
c. Results..."

2.) Review of the current undated facility
policy, titled "Job Descriptions" ,provided
by the Administrator on 4/5/11 at 1:30
p.m. indicated the following:

Title: Social Service Director
1. Purpose

The primary purpose of this job position
is to assist the planning, organizing,
developing and directing of Social
Services in accordance with the current
applicable federal and state standards,
guidelines and regulations. In accordance

daily manager meeting. Findings
will also be reported to the QA&A
team on a weekly basis.
(Attachment C) The
Administrator is responsible as
the facility abuse coordinator and
has ultimate oversight in the
discharge process and review of
facility process and monitoring.
The Social Service Director or
designee will monitor behavior
events to ensure physical and/or
verbally aggressive or socially
inappropriate or disruptive
behaviors have appropriate
action. (Attachment 1) Social
Service Director will monitor
discharges to assure appropriate
placement and family
communication. (Attachment I)
Social Service Director or
designee will continue these
monitors 5x weekly for 30 days, 3
times weekly for 30 days, and 1 x
weekly for 90 days in total.
Findings will be reported to the
QA&A team on a weekly basis,
and will become part of Randolph
Nursing Homes Quality Assurance
Program.
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with the policies and procedures of this
facility, this position assures that the
medically related emotional and social
needs of the resident are met/ maintained
on an individual basis...

Major Duties and Responsibilities

1. Responsible for planning, developing,
organizing, implementing, evaluating, and
directing of the Social Service programs
of this facility....

6. Assess each resident's psychosocial
needs and develop the plan for providing
care...

7. Assist with discharge planning,
development and implementation of the
discharge plan and if appropriate arrange
for community resources..."

3) .The clinical record for resident #E was
reviewed on 4/3/11 at 4:30 p.m.

Resident #E's current diagnoses included,
but were not limited to, Huntington's
disease, mood disorder and dementia with
agitation.

Nursing note entries from Resident #E's
clinical record indicated the following,
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10/29/10 at 5:00 p.m., "resident has been
verbally [sic] to other residents at table
for meals. When tried to redirect resident
resident became very hateful cursing at
staff. Refused to leave dining room when
finished instead continued to talk bad to
tablemate. Social service made aware."

10/30/10 at 3:00 p.m., " Resident has been
verbally taunting other residents at DR
[dining room] table, saying "you're so
ugly, I'd just shoot you", attempted to
redirect resident. continues [with]
behaviors."

10/31/10, at 3:00 p.m. "Continues [with]
behaviors when @ [at] table in DR .
called other resident gay, ugly and
worthless, other resident did not respond
back, attempted to redirect resident
[without] success."

11/1/10 at 10:00 a.m., ..."very rude to
other res [resident] during bkfst
[breakfast], unable to redirect, refused to
leave DR, calling other res "homo
[homosexual], states res needs shot in

head, "ugly".

11/6/10 at 2:00 p.m., " Resident conts
[continues] [with] behaviors during meals
- calls tablemate ugly and states "they are
going to shoot you" called him a macho
man, other resident did not respond to
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11/7/10 at 6 p.m., "Res has had cont
[continued] behaviors at meal [times]
called other res ugly - states he needs a
gun to shoot other res - also tries to
provoke other res to throw spill proof cup
at said res, other res has not been
initiating confrontation, unable to
redirect."”

11/8/10 at 1:00 p.m., ..."cont to be rude to
other residents calling them "homos"
stating they are ugly and need to be shot,
resident undirectable, explained to res that
behavior is unacceptable and he needs to
leave the dining room, res refuses to leave
or quit making comments..."

11/9/10 (no time) "cont [continues] [with]
comments to other resident
[Resident#39], undirectable."

11/10/10 at 10:00 a.m., "resident very
verbally rude to [Resident #39] calling
him a "homo" and saying res needs "shot
in the head because he is so ugly" upon
staff redirection res does not stop, just
continues louder. Happens in dining
room during meal time, removed
[Resident #39] and bad mouthing
continues."

11/11/10 at 10:00 a.m.. " Res conts to
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make rude comments to [Resident #39],

calls him "homo", "ugly" tells him he's
not getting nothing..."

11/12/10 at 8:00 a.m." Resident conts to
sit in dining room and make rude remarks
to [Resident #39] calling res a "homo"
and saying res is so ugly he needs to be
shot unable to remove, redirect from
dining room. Explained several x's
[times] that behavior is unacceptable...."

11/13/10 at 3:00 p.m. "conts @ meals to
make rude comments to resident
[Resident#39]..."

11/17/10 at 9:00 a.m. resident continues
to be disrespectful at mealtime to res
[Resident #39] stating "you are an ugly
homo, I should blow your head off" when
trying to redirect res to stop being rude
and disruptive res states "I know my
rights" unable to redirect or get to remove
self from table...'

11/25/10 at 9:30 a.m., "Resident very
hateful [with] res [Resident #45]" in
dining room this a.m. for breakfast yelling
at res [Resident #45] to "sit down stupid if
you were a human being you could
comprehend..."

11/30/10 8:00 a.m. "Resident conts to be
verbally hateful [with] other residents
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during breakfast, calling them "ugly" ...

12/3/10 at 1:00 p.m. "Resident continues
to be verbally rude to other residents
when try to redirect res gets louder and
more verbal, call other residents "homo,
ugly and ignorant, says they need to be
shot in the head ..."

12/6/10 (no time) "conts [with] verbal
abuse towards other res, redirection
unsuccessful..."

12/8/10 (no time) "conts [with] behaviors
and rudeness towards other res calling res
ugly" states needs to be shot",
flips said res off [with] middle finger,
redirection unsuccessful..."

nn

"homo

12/11/10 at 2:00 p.m. "continues to make
rude gestures and yell to another resident
at meal time..."

12/21/10 at  6:00 p.m., "during
shift report CNA summoned writer
to DR tablemate [Resident #29]
was holding cheek stated that
[Resident #E] had smacked her on
the cheek, writer and on coming
nurse tried to remove [Resident #E]
from the table when res stood up
and was cursing and yelling stating
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"I'm not going anywhere, I have my
rights, res then hit other nurse and
pushed writer, upon redirection
offering to take res tray to room so
he could finish and there res
punched writer, finally removed
from DR and taken to room." The
clinical record indicated the
Administrator and the resident's
physician was called. The resident
was placed on 15 minute checks to
monitor behavior. The resident was
transferred to an inpatient
psychiatric unit at 8:30 p.m. on
12/21/10. The resident returned to
the facility on 12/28/10.

During an interview with the Social Services
Designee on 4/5/11 at 4:30 p.m. she indicated she
was unaware of the nursing note entries noted
above. She further indicated she was unaware of
any of the incidents of verbal abuse documented.
She indicated she reviewed the "Behavior Sheets"
daily and none of the documented behaviors of
verbal abuse committed by Resident #E were
recorded on a "Behavior Sheet." She indicated she
had made no interventions with Resident #E's
behavior planning because she was unaware of the
incidents.

SS=G 3. Resident #D's clinical record was
reviewed on 4/4/11 at 2:50 p.m. The
resident's diagnoses included, but were
not limited to, Psychosis; mood disorder;

F 250 Preparation and/or
execution of this plan of
correction in general, or this
corrective action in particular,
does not constitute an admission

04/22/2011
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vascular dementia; deaf and mute. or agreement by Randolph
Nursing Home of the facts
. alleged or conclusions set forth in
The resident had a 3/2/11, telephone this statement of deficiencies.
physician's order for Resident #D to be The plan of correction and
sent out to the emergency room for specific corrective actions are
possible psychiatric placement. prepared and{ or executed in
compliance with state and federal
) ) ) laws. Please accept this plan of
Review of'a 3/3/11, Social Services correction as our credible
Progress Note indicated resident was allegation of compliance with
admitted to the psychiatric unit on 3/2/11. all regulatory requirements.
This facility provides medically
. . . . . related social services to attain or
During an interview with the Discharge maintain the highest practicable
Planner at an in-patient Geri-Psych Unit physical, mental, and
on 4/6/11 at 8:00 a.m., she indicated she psyphosocial We_” being of each
had updated the facility of Resident D's resndent.Correctlve action for
. . . affected residents Previously
progress during his stay on the unit. She discharged residents C and D are
indicated she notified the facility the residing at Parkview of Muncie.
resident was stable and could return to the Residents #39 and Resident #45
facility. She indicated the facility refused were interviewed and each was
. . . . without recollection of the event.
‘Fo readmlt the resident and did not assist Both families and physicians were
in finding a new placement for the notified of the subjected verbal
resident. She indicated the resident's abuse.On April 6, 2011 Resident
family had not been given a 30 day notice #E V\./as.placed. on one-to-gne
£ disch monitoring until further notice The
Ot discharge. Social Service Director was
re-educated to Job Description
During an interview with the including responsibility for
Administrator and Social Service planning, developing, organizing,
. ) implementing, evaluating and
Peslgnee on 4/5_/11 at 3:50 p:m., they. directing the Social Service
indicated they did not readmit the resident programs. Assess each resident’
to the facility due to not being able to s psychosocial needs and
meet the resident's needs. They indicated develop the plan of care. Assist
h d had b hiatri with discharge planning,
t §r§s1 ent had been out to a psy(.: latric development and implementation
unit in February, 2011 and readmitted of the discharge plan. Social
after that stay. They indicated the resident Service Director was re-educated
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would become aggressive without
provocation. The Social Service
Designee indicated the resident was not
meeting his Care Plan Goal of "I will not
hit other people, if I become angry I will
remove myself from the situation that is
upsetting me." They indicated there was
no documentation of a 30 day discharge
notice being given to the family.

During an interview with the resident's
Power of Attorney on 4/6/11 at 8:20 a.m.,
she indicated she could not remember if
she had been given a 30 day discharge
notice or not.

4. Resident #C's clinical record was
reviewed on 4/4/11 at 12:50 p.m. The
resident's diagnoses included, but were
not limited to, dementia with behavioral
disturbances, personality disorders, and
mood disorder.

The resident had a 2/16/11, Physician's
order for the resident to be transferred to
the emergency room for a psychiatric
evaluation and treatment.

Review of a 2/16/11, Social Service
Progress note indicated the resident
transferred to an in-patient psychiatric
unit due to an increase in unwarranted
accusations towards staff members.

to policy and procedure of
Behavior Mgt, including
identifying a resident's problem
behavior including but not limited
to physical and/or verbal
aggression. ldentify precipitants
to behavior including people
involved, environment, verbal and
non-verbal behavior and using a
log to track behaviors and
precipitating factors, and educate
staff in manner of approaching
resident. As well as,
documentation updating the
resident’s Care Plan. (Attachment
C)ldentification of other residents

at risk; Audit of discharged
resident records was completed
ensuring placement for the
resident was found and
appropriate communication to the
responsible party. (Attachment 1)
Resident and staff interviews
were completed to determine
indication of other occurrences of
potential verbal or physical
abuse. Resident #E's chart was
fully reviewed to identify potential
occurrences of verbal and/or
physical abuse for further
investigation and action as
indicated. Measures to ensure
this cited practice does not

recur; April 6, 2011 Resident #E
was placed on one-to-one
monitoring until further

notice. Social Service Director
was re-educated to policy and
procedure of Behavior Mgt, see
(Attachment C) including
identifying a resident's problem
behavior including but not limited
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During an interview with the Discharge to Physical and/or verbal
Planner at an in-patient Geri-Psych Unit aggression.. Ident.|fy precipitants
4/6/11 ) he indi dsh to behavior including People
on 4/6 at 8:00 a.m., she indicated she involved, Environment, Verbal
had updated the facility of Resident C's and Non-Verbal Behavior and
progress during her stay on the unit. She using a log to track behaviors and
indicated she notified the facility the precipitating factors, and educate
i bl d 1d h staff in manner of approaching
resident was stable and could return to the resident. Documentation of these
facility. She indicated the facility refused findings on the Care Plan.Social
to readmit the resident and did not assist Service Director was re-educated
in finding a new placement for the to the.Sc->C|a! Serwlce Jo.b
i Description including discharge
resident. planning, development and
implementation of the discharge
During an interview with the plan, assisting with resident
Administrator and Social Service platc':;.emtgnt 0'; relocatlo'rtw)land  of
. ) notification of responsible party o
.Des.lgnee on 4/5'/11 at 3:50 p:m., they. discharge plan. Monitoring of
indicated they did not readmit the resident corrective action; On April 6,
to the facility due to not being able to 2011 Resident #E was placed on
meet the resident's needs. They indicated one-to-one monitoring until further
th ‘dent had b t hiatri notice and Social Services
e. r?51 ent had been out to a psyc' 1atric reviews the behavior log for
unit in December, 2010 and readmitted resident 5x weekly and reports
after that stay. They indicated the resident behavior events to the IDT during
had increased behaviors of threatening the daily manager meeting. Findings
taff and makine fal i inst will also be reported to the QA&A
staff and ma 1ng a. se accusations agains team on a weekly basis.
the staff. They indicated they had not (Attachment C) The
given a 30 day discharge notice to the Administrator is responsible as
family. the facility abuse coordinator and
has ultimate oversight in the
) ) discharge process and review of
This Federal tag relates to complaint facility process and monitoring.
#IN00087993 The Social Service Director or
designee will monitor behavior
3.1-34(a) events to ensure. physical gnd/or
verbally aggressive or socially
inappropriate or disruptive
behaviors have appropriate
action. (Attachment 1) Social
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Service Director will monitor
discharges to assure appropriate
placement and family
communication. (Attachment I)
Social Service Director or
designee will continue these
monitors 5x weekly for 30 days, 3
times weekly for 30 days, and 1 x
weekly for 90 days in total.
Findings will be reported to the
QA&A team on a weekly basis,
and will become part of Randolph
Nursing Homes Quality Assurance
Program.
F0272 The facility must conduct initially and
periodically a comprehensive, accurate,
standardized reproducible assessment of
each resident's functional capacity.
A facility must make a comprehensive
assessment of a resident's needs, using the
RAI specified by the State. The assessment
must include at least the following:
Identification and demographic information;
Customary routine;
Cognitive patterns;
Communication;
Vision;
Mood and behavior patterns;
Psychosocial well-being;
Physical functioning and structural problems;
Continence;
Disease diagnosis and health conditions;
Dental and nutritional status;
Skin conditions;
Activity pursuit;
Medications;
Special treatments and procedures;
Discharge potential;
Documentation of summary information
regarding the additional assessment
performed through the resident assessment
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interview, the facility failed to
ensure residents identified at risk
for constipation were assessed by
the nursing staff in accordance with
their plan of care in order to
administer physician ordered
interventions when necessary to
prevent constipation for 2 of 11
residents reviewed for bowel
monitoring in a sample of 16.
(Resident #45 and #30)

Findings include:

1.) The clinical record for Resident
#45 was reviewed on 4/5/11 at 2:30
p.m.

Diagnoses for Resident #45
included, but were not limited to,
Alzheimer's disease with delusions.

A Significant Change Minimum
Data Set Assessment, dated 3/2/11,
indicated Resident #45 had
cognition impairment, was

execution of this plan of
correction in general, or this
corrective action in particular,
does not constitute an admission
or agreement by Randolph
Nursing Home of the facts
alleged or conclusions set forth in
this statement of deficiencies.
The plan of correction and
specific corrective actions are
prepared and/or executed in
compliance with state and federal
laws. Please accept this plan of
correction as our credible
allegation of compliance with
all regulatory requirements.
Assessments are conducted for
each resident including bowel
elimination.Corrective action for
affected residents Residents #45
& # 30 have been assessed and
care plans reviewed and revised
as needed to assure monitoring
of bowel movements and
assessment and intervention as
indicated for the prevention of
constipation. Nursing education
was provided to reinforce the
necessity of monitoring and
following the resident’s care plan
for promoting bowel function and
preventing constipation.
(Attachment C) Identification of
other residents at risk; All
residents are at risk of change in
bowel function resulting less
frequent bowel movement than
every 3 days or frequency
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protocols; and
Documentation of participation in
assessment.
SS=D | Based on record review and F0272 F 272 Preparation and/or 04/22/2011
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incontinent of bowel and bladder, designated by the resident's
. . physician. To promote bowel
and required the assistance of the function monitoring, assessment,
staff for all activities of daily living. and intervention as indicated, all
nursing staff have been
re-inserviced regarding, Nursing
A health care plan problem, dated Standards which includes "All
. ing staff d
11/18/09 and last reviewed on nursing statt assesses an
o ] evaluates the health status of the
3/16/11, indicated Resident #45 resident/client" and "Makes
was at risk for constipation related nursing judgments and decisions
. about their nursing care for the
to decreased mobility and use of resident/client by using
antipsychotic medications. The assessment data.” (Attachment
. C)AIl residents Care Plans were
goal for this problem was for the reviewed and updated as needed
resident to have a soft formed stool by the DON or designee to
ensure appropriate monitoring of
every three days. Approaches for bowel movement status,
this problem included, but were not assessment and intervention
.. . i t. Th
limited to, the following: needs are being met. The
Director of Nursing or designee
will review all residents bowel
" 3. Monitor and record BMs movement frequency and nursing
T intervention using form, by April
[bowel movements] 22, 2011 to assure nursing is
4. monltor BM ﬂOW Sheet dly assessing the Clinical data, the
. . plan of care, and the need for
[daily] for need for laxative nursing assessment and/or
5. Ifno BM in 3 days gjve MOM intervention when needed.
ik of . 1 . 30 (Attachment H) Measures to
[ml ol magncsia, a laxa IVC] ensure this cited practice does
cc [cubic centimeters] orally dly prn not recur; All nursing staff have
[When needed]. been re-inserviced to Ppllf:y &
. Procedure for Bowel Elimination.
6. Auccultate (sic) bowel sounds (Attachment C) The Director of
and assess for abdominal distention Nursing or her designee wil
. . . . . . review all resident charts to
if residents is having pain or is ensure the plan of care for each
unable to have BM... resident meets each resident’s
most current needs and will
...8. Colace (a stool softener) 100 monitor to assure bowel
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mgs twice daily

...Dulcolax Supp [suppository]10
mg rectally prn

...Fleet enema 133 ml [milliliters]
rectal prn"

Bowel monitoring records for
Resident #45 for the months of
January, February, and March 2011,
lacked documentation of the
resident having a bowel movement
during the following time periods:

January 3, 4, 5, 6, 2011
February 11, 12, 13, 14, 15, 2011
March 17, 18, 19, 2011

The nursing notes and Medication
Administration Records (MAR) for
these time periods lacked
documentation of any assessment of
Resident #45 related to the lack of
bowel movements.

During an interview with the
Director of Nursing and
Administrator on 4/5/11 at 4:15
p.m., additional information was
requested related to the lack of

movement frequency is
monitored with interventions
according to the care plan.
(Attachment H) Monitoring of
corrective action; The Director of
Nursing or her designee will
monitor to assure appropriate
monitoring of resident BM
frequency, and assessment and
intervention according to resident
s individualized care plan.
(Attachment H) Bowel Movement
Monitor will be completed 5 x
weekly for 30 days, 3 items
weekly for 30 days, and 1 time
weekly for 90 days in total.
Monitoring results will be reported
to facility administrator as
completed and to the QA&A
Team weekly, and will become part
of Randolph Nursing Homes Quality
Assurance Program.

)
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Resident #30 was reviewed on
4/3/11 at 2:40 p.m.

Diagnoses for Resident #30
included, but were not limited to,
dementia with behaviors and
agitation, depression, and
constipation.

A significant change Minimum
Data Set (MDS) assessment, dated
2/24/11, indicated Resident #30
was cognitively impaired and
dependent on the staff for toileting.

A Health Care Plan problem, dated
9/29/10, indicated Resident #30 had
a potential constipation. A goal for
this problem was for the resident to
have soft formed stool at least every
3 days with no undo strain.

execution of this plan of
correction in general, or this
corrective action in particular,
does not constitute an admission
or agreement by Randolph
Nursing Home of the facts
alleged or conclusions set forth in
this statement of deficiencies.
The plan of correction and
specific corrective actions are
prepared and/or executed in
compliance with state and federal
laws. Please accept this plan of
correction as our credible
allegation of compliance with
all regulatory requirements.
Assessments are conducted for
each resident including bowel
elimination.Corrective action for
affected residents Residents #45
& # 30 have been assessed and
care plans reviewed and revised
as needed to assure monitoring
of bowel movements and
assessment and intervention as
indicated for the prevention of
constipation. Nursing education
was provided to reinforce the
necessity of monitoring and
following the resident’s care plan
for promoting bowel function and
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bowel assessments as noted above.
During an interview on 4/6/11 at
11:00 a.m., the Director of Nursing
indicated she had no information to
provide related to the lack of bowel
assessments noted above.
SS=D 2.) The clinical record for F 272 Preparation and/or 04/22/2011
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Approaches included, but were not
limited to, monitor and record all
bowel movements every shift and
use daily tracking form, and
administer laxatives per physician's
orders.

Signed physician orders for
resident, dated 2/7/11, included, but
were not limited to, Docusate
Sodium 100 mg, 2 times a day,
Miralax, 17 Grams daily, and Milk
of Magnesia, 30 ml daily as needed
for constipation.

Nurse's notes and Medication
Administration Record (MAR)
lacked any indication of bowel
movement, assessment, and any
needed medication interventions.

During an interview with RN #7, on
4/5/11 at 8:40 a.m., nurse stated if
interventions are performed they
are documented on MAR and in
nurse's notes.

During an interview with the RN
Consultant on 4/6/11 at 11 a.m., RN

preventing constipation.
(Attachment C) Identification of
other residents at risk; All
residents are at risk of change in
bowel function resulting less
frequent bowel movement than
every 3 days or frequency
designated by the resident’s
physician. To promote bowel
function monitoring, assessment,
and intervention as indicated, all
nursing staff have been
re-inserviced regarding, Nursing
Standards which includes "All
nursing staff assesses and
evaluates the health status of the
resident/client" and "Makes
nursing judgments and decisions
about their nursing care for the
resident/client by using
assessment data." (Attachment
C)AIl residents Care Plans were
reviewed and updated as needed
by the DON or designee to
ensure appropriate monitoring of
bowel movement status,
assessment and intervention
needs are being met. The
Director of Nursing or designee
will review all residents bowel
movement frequency and nursing
intervention using form, by April
22, 2011 to assure nursing is
assessing the clinical data, the
plan of care, and the need for
nursing assessment and/or
intervention when needed.
(Attachment H) Measures to
ensure this cited practice does
not recur; All nursing staff have
been re-inserviced to Policy &
Procedure for Bowel Elimination.
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stated Care Tracker system, MAR
and nurse's notes lacked any
indication of bowel movements and
interventions for Resident #30 for
time periods of February 1-5, and
13-17.

3) Review of a current
facility policy dated 2003,
provided by
Administrator on 4/5/11
at 1:30 p.m., titled
"BOWEL
ELIMINATION",
included, but was not

limited to, the following:

"POLICY:

It is the policy of this facility to
manage constipation by using
intervention guidelines designed to
prevent and treat constipation in

(Attachment C) The Director of
Nursing or her designee will
review all resident charts to
ensure the plan of care for each
resident meets each resident’s
most current needs and will
monitor to assure bowel
movement frequency is
monitored with interventions
according to the care plan.
(Attachment H) Monitoring of
corrective action; The Director of
Nursing or her designee will
monitor to assure appropriate
monitoring of resident BM
frequency, and assessment and
intervention according to resident’
s individualized care plan.
(Attachment H) Bowel Movement
Monitor will be completed 5 x
weekly for 30 days, 3 items
weekly for 30 days, and 1 time
weekly for 90 days in total.
Monitoring results will be reported
to facility administrator as
completed and to the QA&A
Team weekly, and will become part
of Randolph Nursing Homes Quality
Assurance Program.
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our residents.
INTENT:

The purpose is to reduce the
frequency and severity of
constipation. The goal to maintain
normal bowel movements per the
individual's bowel frequency with
straining at stool less than 25%.

PROCEDURE

1. Assess for risk of constipation
and elimination habits on admission
using an assessment inventory (see
assessment inventory).

2. Complete bowel function diary
for each resident requiring
management of constipation (see
bowel function diary)....

...3. Intestinal elimination is to be
closely on all residents. Nurse
aides will record in the elimination
record all bowel movements.

4. Each night the charge nurse will
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list all residents who have not
eliminated in 1 day, 2 days, and 3
days. The day and evening charge
nurse then will assess the needs for
laxatives and enemas and treat
appropriately...."

3.1-31(a)

F0279 A facility must use the results of the
assessment to develop, review and revise the
resident's comprehensive plan of care.

The facility must develop a comprehensive
care plan for each resident that includes
measurable objectives and timetables to
meet a resident's medical, nursing, and
mental and psychosocial needs that are
identified in the comprehensive assessment.

The care plan must describe the services that
are to be furnished to attain or maintain the
resident's highest practicable physical,
mental, and psychosocial well-being as
required under §483.25; and any services that
would otherwise be required under §483.25
but are not provided due to the resident's
exercise of rights under §483.10, including
the right to refuse treatment under §483.10(b)
(4).

SS=D Based on record review and interview, the
facility failed to ensure each resident had

a comprehensive health care plan

F0279 F279 Preparation and/or
execution of this plan of
correction in general, or this
corrective action in particular,

04/22/2011
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developed to address the needs of the does not constitute an admission
resident for 2 of 13 residents reviewed for lc\)lru?gigzemg:wtebgf?::?aoclzfsh
the development of comprehensw.e health alleged or conclusions set forth in
care plans in a sample of 16. (Resident this statement of deficiencies.
#70 and #72) The plan of correction and
specific corrective actions are
indi include: prepared and/or executed in
Findings include: compliance with state and federal
laws. Please accept this plan of
1.) The clinical record for Resident #70 correction as our credible
was reviewed on 4/3/11 at 4:00 p.m. allegation of compliance with
all regulatory requirements.
. . . Individualized Care Plans are
Diagnoses for Resident #70 included, but developed for each resident to
were not limited to, history of aspiration address the needs of the
pneumonia, chronic respiratory failure resident. Corrective action for
. . ffected residents Upon return
ith rach m raplegi alfected residents
wit S.tatus postt ac costo Y, parapiegla, from the hospital resident #70 will
and diabetes mellitus. The clinical record be assessed relating to his
indicated the resident received nutrition diagnosis of chronic respiratory
via a gastrostomy tube, had an anchored failure with status post
catheter, and had a colostomy. tracheostomy a”‘? po_ss'ble
respiratory complications for
which resident #70 should be
Admission orders, dated 3/25/11, monitored and the physician
indicated resident #70 was to receive notified if indicated.Resident #72
humidification at 28% via tracheostomy 'carleglatn Tis been :pdated to
. . include toileting needs,
(trach) and be given trach care every shift. monitoring of bowel patterns for
possible constipation and need
An admission Minimum Data Set for administration of medications
Assessment, dated 4/1/11, indicated ?:ttordr?md ?}IIB;hI: pr:};,s'c't,an' Sfe
. achment B).ldentification o
Resident #70 was totally dependent on the other residents at risk: All nursing
staff for all activities of daily living and staff will be re-inserviced (as of
had a tracheostomy. April 22, 2011) regarding facility
P&P on Care Planning which will
. includes; addressing the needs of
A nur.smg note, datt':d 3/27/11 at 1:00 the resident in the individualized
p.m., indicated Resident #70's lungs were resident care with measureable
clear and no signs and symptoms of goals. (Attachment C) All
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infection were noted. The note indicated residents Plan of Care will be
the resident's temperature was within reviewed to ensure the monitoring
limi of bowel patterns for possible
normal limits. constipation and need for
administration of medications as
A nursing note, dated 3/28/11 at 7:35 ordered by the physician.
p.m., indicated "... lungs with coarse (Attachmgnt DAl .re5|dents Plan
) Jucti h dat i of Care will be reviewed to ensure
crackles, productive cough noted at times, those residents, identified with
trach care given... small amount of thick chronic respiratory failure and
yellow sputum noted...." related complications, have a
comprehensive health care plan
. which will include post
A nur§1ng note, dated 3/29./11 ?t 8:40 tracheostomy care and possible
p.m., indicated "...lungs with bilateral respiratory complications for
crackles... suctioned times 3 this shift which the resident should be
with large amounts of thick yellow monitored and the physician
¢ . la ch dti oo notified if indicated. (Attachment
sputum, inner canula changed times 2... E)Measures to ensure this
deficient practice does not
A nursing note, dated 3/30/11 at 4:00 recur; All nursing staff will be
p.m., indicated the resident had developed re-inserviced (as of April 22,
¢ ture of 101.3 (t £ 2011) regarding facility P&P on
a lemperature o 3 (type o Care Planning which will include;
temperature not noted) and Tylenol had Problems must be specifically
been given. The note indicated "...Iungs care planned; All goals bust be
crackles in lower lobes...." A follow-up measurable. (attachment C).
te at 8:00 ndicated th dent! Monitoring of corrective
note at 6:UY p.m. 1ndicate ¢ residents action; Upon return to the facility
temperature was now 100.9 and Tylenol the individualized care plan for
was given. resident #72 will be reviewed by
the DON and revised to address
. . the needs of the resident
The clinical record lacked any . . es! .
) ) o ) including but not limited to chronic
information related to the physician being respiratory failure with post
notified of the residents yellow sputum tracheostomy and treatments or
and elevated temperature. monitoring indicated for this
resident. The IDT will review
) resident # 72’s care plan to
The current health care plans for Resident assure inclusion of pertinent
#70, dated 3/25/11 and 3/30/11, lacked information. The Director of
any comprehensive health care planning Nursing or her designee will
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related to the resident's diagnosis of
chronic respiratory failure with status post
tracheostomy requiring the need for
humidification at 28%, frequent nebulizer
treatments, tracheostomy care twice daily,
and possible respiratory complications for
which the resident should be monitored
and the physician notified if indicated.

During an interview with the
Director of Nursing and
Administrator on 4/4/11 at 4:00
p.m., additional information was
requested related to the lack of
development of a comprehensive
plan of care related to the resident's
chronic respiratory failure and
tracheostomy.

The facility failed to provide any
additional information as of exit on
4/6/11.

2.) The clinical record for Resident
#72 was reviewed on 4/4/11 at 3:30
p.m.

Diagnoses for Resident #72
included, but were not limited to,
Huntington's Disease with

complete random chart audits to
assure appropriate
comprehensive care plan
development addressing the
needs of the resident including
risk of constipation and risk of
chronic respiratory failure post
tracheostomy as applicable.
(Attachment D & E) Five charts, 5
x weekly for 30 days, 3 x weekly
for 30 days, 1 time weekly for 90
days in total. Findings will be
reported to the Administrator and
QA&A team on a weekly basis,
and will become part of Randolph
Nursing Homes Quality Assurance
Program.
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dementia, aphasia and dysphasia.

A quarterly Minimum Data Set
(MDS)Assessment, dated 1/13/11,
indicated Resident #72 rarely made
decisions, was incontinent of
bladder and bowel, and required
the assistance of the staff for all
activities of daily living.

A physician's progress note, dated
12/31/11, indicated "...3.
Constipation - start reg [regular]
meds [medications]."

Current physician's orders for
Resident #72 included, but were not
limited to, Bisacodyl (a laxative) 5
milligrams (mgs) one tablet every
morning routinely and Bisacodyl 10
mg suppository one rectally every 2
days as needed. The original date
of these orders was 1/1/11.

A Health Care Plan problem, dated
3/29/11, indicated Resident #72 had
Huntington's disease and was
dependent on the staff to meet his
needs. The problem indicated
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Resident #72 was at risk for
multiple problems including, but
not limited to, constipation. The
only goal for this problem was "I
will be clean and neat in my
appearance."

The approaches for this problem
lacked any information related to
the need to assist Resident #72 with
toileting, monitor his bowel pattern
for possible constipation,
administer his daily laxative
medication, and administer the
Bisacodyl suppository if needed as
ordered by the physician for
constipation.

During an interview with the
Director of Nursing, MDS
Coordinator, and Administrator on
4/5/11 at 11:15 a.m., additional
information was requested related
to the lack of a comprehensive
health care plan having been
developed for Resident #72 related
to bowel and constipation concerns.
The MDS Coordinator indicated the
facility was in the process of
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changing to the "I" format for
health care planning which
combined multiple areas and
Resident #72's health care plan had
been completed in this format.
The facility failed to provide any
additional information as of exit on
4/6/11.
SS=D F279 Preparation and/or 04/22/2011
execution of this plan of
. correction in general, or this
3) RGVIGW Of a current corrective action in particular,
14 : does not constitute an admission
facility policy dated 2003, or sqroement by Randolph
provided by Admin on Nursing Home of the facts
alleged or conclusions set forth in
4/5/11 at 1:30 p.m., titled this statement of deficiencies.
The plan of correction and
"CARE PLANNING", specific corrective actions are
. prepared and/or executed in
included, but was not compliance with state and federal
L. . laws. Please accept this plan of
limited to, the fOHOWll’lgI correction as our credible
allegation of compliance with
all regulatory requirements.
" . Individualized Care Plans are
POLICY: developed for each resident to
LRSI address the needs of the
Interdlsc1p hnary resident. Corrective action for
Health Care Plan affected residents Upon return
from the hospital resident #70 will
meetings are scheduled be assessed relating to his
diagnosis of chronic respiratory
routine]y and after a failure with status post
tracheostomy and possible
respiratory complications for
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S ; which resident #70 should be
Slgnlﬁcant change Ina monitored and the physician
care plan has been updated to
enable the staff, famlly include toileting needs,
monitoring of bowel patterns for
and residents to develop possible constipation and need
. L for administration of medications
an interdisciplinary plan as ordered by the physician. See
(Attachment B).Identification of
that would allow the other residents at risk; All nursing
. . staff will be re-inserviced (as of
resident to reach his/her April 22, 2011) regarding facility
. P&P on Care Planning which will
hlgheSt level of mental: includes; addressing the needs of
hvsical . -t 1 d the resident in the individualized
physical, spiritual an resident care with measureable
. goals. (Attachment C) All
pSyChOSOCIal residents Plan of Care will be
Well—being reviewed to ensure the monitoring
of bowel patterns for possible
constipation and need for
administration of medications as
...CARE PLANNING: ordered by the physician.
(Attachment D)AIl residents Plan
All problems 1dentified of Care will be reviewed to ensure
. those residents, identified with
must be specifically care chronic respiratory failure and
. . related complications, have a
planned, 1nclud1ng comprehensive health care plan
c g . . . which will include post
individualized nursing tracheostomy care and possible
. respiratory complications for
measures to be camed out which the resident should be
monitored and the physician
to the execute the plan' If notified if indicated. (Attachment
. . E)Measures to ensure this
you are havmg dlfﬁCUIty deficient practice does not
with deciding what the recur; All nursing staff will be
re-inserviced (as of April 22,
Care Planning which will include;
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the restorative measures Problems must be specifically
care planned; All goals bust be
are necessary This measurable. (attachment C).
Monitoring of corrective
should guide you to the action; Upon return to the facility
the individualized care plan for
prob]em or needs. resident #72 will be reviewed by
the DON and revised to address
the needs of the resident
including but not limited to chronic
All goals must be respiratory failure with post
tracheostomy and treatments or
measurable and monitoring indicated for this
. . resident. The IDT will review
interventions need to be resident # 72’s care plan to
assure inclusion of pertinent
carc planned and match information. The Director of
. . . Nursing or her designee will
the interventions belng complete random chart audits to
carried out by staff. assure appropriate
) comprehensive care plan
One-to-one activities development adFireSS{ng thg
needs of the resident including
must be SpCCiﬁC&Hy risk of constipation and risk of
chronic respiratory failure post
planned and ShOW Who tracheostomy as applicable.
. . . (Attachment D & E) Five charts, 5
will be doing what with a x weekly for 30 days, 3 x weekly
. for 30 days, 1 time weekly for 90
resident and when. days in total. Findings will be
reported to the Administrator and
QA&A team on a weekly basis,
.. and will become part of Randolph
Areas to 1n1tlally Nursing Homes Quality Assurance
P .
address are: rogram
a. Psychosocial well
being
b. Mood/behavior
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c. Communication
abilities and motivation

d. Sensory
impairments

e. Cognitive
functioning

f. Customary routine
of resident

g. Psychoactive
medications

h. Physical restraints

1. Discharge
planning..."
resident. Staff members
showing any trend toward
impatience or frustration
in routine dealings with
residents should be
evaluated for possible
temporary assignment or

unpaid leave of absence

"
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3.1-35(a)
F0309 Each resident must receive and the facility
must provide the necessary care and services
to attain or maintain the highest practicable
physical, mental, and psychosocial
well-being, in accordance with the
comprehensive assessment and plan of care.
SS=D | Based on record review and F0309 F 309Preparation and/or 04/22/2011
. . .- . execution of this plan of
interview, the facility failed to correction in general, or this
ensure residents identified at risk corrective action in particular,
. . . does not constitute an admission
for constipation had their bowels or agreement by Randolph
monitored in order to administer Nursing Home of the facts
s . . alleged or conclusions set forth in
physician ordered interventions €9 ustons set fortn 1
this statement of deficiencies.
when necessary to prevent The plan of correction and
constipation for 2 of 11 residents speific corrective actions are
. o prepared and/or executed in
reVleWGd fOI‘ bowel monltorlng ma Comp”ance with state and federal
sample of 16. (Resident #45 and laws. Please accept this plan of
430 correction as our credible
) allegation of compliance with
all regulatory requirements.
Findings include: Corrective action for affected
’ residents Resident #45 & resident
#30 have been assessed for
1.) The clinical record for Resident active bowel sounds. All nursing
. staff has been re-inserviced to
Elimination. (Attachment C)
p-m.
Identification of other residents at
risk; All nursing staff have been
Diagnoses for Resident #45 re-inserviced to Policy &
. o . Procedure for Bowel Elimination.
included, but were not limited to, (Attachment C) The Director of
Alzheimer's disease with delusions. Nursing or her designee will
review all resident charts to
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ensure the plan of care for each
L. L. resident meets each residents
A Significant Change Minimum most current needs and
Data Set Assessment, dated 3/2/11, intervention are being followed
P . according to the care plan.
indicated Resident #45 had (Attachment H) Measures to
cognition impairment, was ensure this deficient practice
incontinent of bowel and bladder, does not recur; All nursing staff
i ] have been re-inserviced to Policy
and required the assistance of the & Procedure for Bowel
staff for all activities of daily living. Elimination. (Attachment C) The
Director of Nursing or her
designee will review all resident
A health care plan problem, dated charts to ensure the plan of care
. for each resident meets each
11/18/09 and last reviewed on resident's most current needs
3/16/11, indicated Resident #45 and will monitor to assure
t risk tinati lated interventions are being followed
was at ris or constipation relate according to the care plan.
to decreased mobility and use of (Attachment H) Monitoring of
antipsychotic medications. The corrective action; The Director of
. Nursing or her designee will
goal for this problem was for the monitor to assure appropriate
resident to have a soft formed stool monitoring of resident BM
frequency, and assessment and
every three days. Approaches for intervention. (Attachment H)
this problem included, but were not Monitoring be the DON or
.. . designee will be completed 5 x
limited to, the fOllOWlng. weekly for 30 days, 3 items
weekly for 30 days, and 1 time
" . weekly for 90 days in total.
..3. Monitor and record BMs Monitoring results will be reported
[bowel movements] to the QA&A Team weekly, and
4. monitor BM flow sheet dly will become part of Randolph
X . Nursing Homes Quality Assurance
[daily] for need for laxative Program.
5. If no BM in 3 days give MOM
[milk of magnesia, a laxative] 30
cc [cubic centimeters] orally dly prn
[when needed].
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6. Auccultate (sic) bowel sounds
and assess for abdominal distention
if residents is having pain or is
unable to have BM...

...8. Colace (a stool softener) 100
mgs twice daily

...Dulcolax Supp [suppository]10
mg rectally prn

...Fleet enema 133 ml [milliliters]
rectal prn"

A recapitulation of physician's
orders, dated 3/2/11, indicated
Resident #45 had the following
bowel related orders which all had
an original start date of 6/10/10:

Dulcolax supp 10 mg one rectally
as needed for constipation

Fleet enema 133 mls rectally as
directed prn for constipation

Milk of Magnesia 30 cc as needed
if no BM in 3 days

Colace 100 mg twice daily

Bowel monitoring records for
Resident #45 for the months of
January, February, and March 2011,
lacked documentation of the
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resident having a bowel movement
during the following time periods:

January 3, 4, 5, 6, 2011
February 11, 12, 13, 14, 15, 2011
March 17, 18, 19, 2011

The nursing notes and Medication
Administration Records (MAR) for
these time periods lacked
documentation of any assessment of
Resident #45 related to the lack of
bowel movements or any
information related to the physician
ordered interventions having been
given.

During an interview with the
Director of Nursing and
Administrator on 4/5/11 at 4:15
p.m., additional information was
requested related to the lack of
bowel movements noted above.

During an interview on 4/6/11 at
11:00 a.m., the Director of Nursing
indicated she had no information to
provide related to the lack of bowel
movements noted above.
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SS=D | 3.) The clinical record for F 309Preparation and/or 04/22/2011
. . execution of this plan of
Resident #30 was reviewed on correction in general, or this
4/3/11 at 2:40 p.m. corrective action in particular,
does not constitute an admission
. . or agreement by Randolph
Diagnoses for Resident #30 Nursing Home of the facts
included, but were not limited to, alleged or conclusions set forth in
. . . this statement of deficiencies.
de?nerhma with bebawors and The plan of correction and
agitation, depression, and specific corrective actions are
: : d and/or executed in
constipation. prepared anc/
p compliance with state and federal
laws. Please accept this plan of
A significant change Minimum correction as our credible
allegation of compliance with
Data Set (MDS) assessment, dated all regulatory requirements.
2/24/11, indicated Resident #30 Corrective action for affected
fp : . residents Resident #45 & resident
was cogmtlvely impaired anfi . #30 have been assessed for
dependent on the staff for toileting. active bowel sounds. All nursing
staff has been re-inserviced to
A Health Care Plan problem, dated Policy & Procedure for Bowel
L. . Elimination. (Attachment C)
9/29/10, indicated Resident #30 had Identification of other residents at
a potential constipation. A goal for risk. All nursing staff have been
X ) re-inserviced to Policy &
this problem was for the resident to Procedure for Bowel Elimination.
have soft formed stool at least every (Attachment C) The Director of
. . Nursing or her designee will
3 days with no undo strain. review all resident charts to
Approaches included, but were not ensure the plan of care for each
. . . H h .
limited to, monitor and record all resident meets each residents
] most current needs and
bowel movements every shift and intervention are being followed
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use daily tracking form, and
administer laxatives per physician's
orders.

Signed physician orders for
resident, dated 2/7/11, included, but
were not limited to, Docusate
Sodium 100 mg, 2 times a day,
Miralax, 17 Grams daily, and Milk
of Magnesia, 30 ml daily as needed
for constipation.

Nurse's notes and Medication
Administration Record (MAR)
lacked any indication of bowel
movement, assessment, and any
needed medication interventions.

During an interview with RN #7, on
4/5/11 at 8:40 a.m., nurse stated if
interventions are performed they
are documented on MAR and in
nurse's notes.

During an interview with the RN
Consultant on 4/6/11 at 11
a.m., RN stated Care Tracker

system, MAR and nurse's

according to the care plan.
(Attachment H) Measures to
ensure this deficient practice
does not recur; All nursing staff
have been re-inserviced to Policy
& Procedure for Bowel
Elimination. (Attachment C) The
Director of Nursing or her
designee will review all resident
charts to ensure the plan of care
for each resident meets each
resident’s most current needs
and will monitor to assure
interventions are being followed
according to the care plan.
(Attachment H) Monitoring of
corrective action; The Director of
Nursing or her designee will
monitor to assure appropriate
monitoring of resident BM
frequency, and assessment and
intervention. (Attachment H)
Monitoring be the DON or
designee will be completed 5 x
weekly for 30 days, 3 items
weekly for 30 days, and 1 time
weekly for 90 days in total.
Monitoring results will be reported
to the QA&A Team weekly, and
will become part of Randolph
Nursing Homes Quality Assurance
Program.
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notes lacked any indication
of bowel movements and
interventions for Resident
#30 for time periods of
February 1-5, and 13-17.

4)) Review of a current
facility policy dated 2003,
provided by Admin on
4/5/11 at 1:30 p.m., titled
"BOWEL
ELIMINATION",
included, but was not

limited to, the following:

"POLICY:

It is the policy of this facility to
manage constipation by using
intervention guidelines designed to
prevent and treat constipation in
our residents.

INTENT:
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The purpose is to reduce the
frequency and severity of
constipation. The goal to maintain
normal bowel movements per the
individual's bowel frequency with
straining at stool less than 25%.

PROCEDURE

1. Assess for risk of constipation
and elimination habits on admission
using an assessment inventory (see
assessment inventory).

2. Complete bowel function diary
for each resident requiring
management of constipation (see
bowel function diary)....

...3. Intestinal elimination is to be
closely on all residents. Nurse
aides will record in the elimination
record all bowel movements.

4. Each night the charge nurse will
list all residents who have not
eliminated in 1 day, 2 days, and 3
days. The day and evening charge
nurse then will assess the needs for
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laxatives and enemas and treat
appropriately...."
3.1-37(a)
F0365 Each resident receives and the facility
provides food prepared in a form designed to
meet individual needs.
SS=D Based on record review, F0365 F365 Preparation and/or 04/22/2011
. . . execution of this plan of
observation, and interview, the correction in general, or this
facility failed to ensure a resident corrective action in particular,
ived thick d liquid does not constitute an admission
receive ickened liquids as or agreement by Randolph
ordered by the physician to prevent Nursing Home of the facts
. : alleged or conclusions set forth in
poss1ble sv.valllowmg prOblemS this statement of deficiencies.
and/or aspiration for 1 of 3 The plan of correction and
residents reviewed with orders for speific corrective actions are
. L prepared and/or executed in
tthkened thIdS ma Sample Of 16. compliance with state and federal
(Resident #72) laws. Please accept this plan of
correction as our credible
allegation of compliance with
Findings include: all regulatory requirements.
Food is prepared in a form to
o . meet the individual needs.
1.) The clinical record for Resident Corrective action for affected
#72 was reviewed on 4/4/11 at 3:30 resident; Dietary and Nursing
Staff have been re-educated to
p-m. following tray cards provided for
each resident meal tray including
. . appropriate consistency and
Dlagnoses for Resident #72 serving method for pudding thick
included, but were not limited to, liquids. (Attachment C.) FSD or
. ' . . designee monitors to assure
Huntlngton s Disease with Resident #72 receives his meal
tray fluids in appropriate
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dementia, aphasia and dysphasia.

A physician's order, dated 1/7/11
indicated resident #72 was to
receive a pureed diet with pudding
thick liquids.

A quarterly Minimum Data Set
Assessment, dated 1/13/11,
indicated Resident #72 rarely made
decisions, received a mechanically
altered diet, and required the
assistance of the staff for all
activities of daily living.

A Health Care Plan problem, dated
3/29/11, indicated Resident #72 had
problems with a protruding tongue
causing him to drool on his self and
was at risk for choking and
aspirating when consuming food
and drinks. Approaches for this
problem included, but were not
limited to, "I will be fed by staff my
pureed diet with pudding thick
liquids...."

During an observation on 4/3/11 at
5:35 p.m., Resident #72 was up in

consistency and delivery device
as ordered by physician.
Identification of other residents at

risk; All residents with thickened
liquid diet orders are at risk.
Resident Diet tray cards were
reviewed April 22, 2011 by the
FSS or her designee to ensure
meals served are following meal
slips provided for each resident
meal tray. Dietary and Nursing
Staff have been inserviced to
Policies & Procedures Tray I.D.
Cards to ensure each tray
properly identifies each resident's
needs and including appropriate
consistency and serving method
for pudding thick liquids.
Measures to ensure this deficient
practice does not recur; Dietary
and Nursing Staff have been
inserviced to Policies &
Procedures and Tray I.D. Cards
to ensure each tray properly
identifies each resident’s needs,
including appropriate consistency
and serving method for pudding
thick liquids. (Attachment C)
Resident Diet tray cards were be
reviewed by the FSS or her
designee April ,2011 and ongoing
monitoring will continue to
ensure meals served are
following meal slips provided for
each resident meal tray including
appropriate consistency and
serving method for pudding thick
liquids. Monitoring will be
completed5x weekly for 30 days,
3 times weekly for 30 days, 1 time
weekly for 90 days in

total. (Attachment G) Monitoring
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his reclining geri chair in the small of corrective action; The FSS or
L. . her designee will monitor Diet tray
dining room by the 300 hall nursing cards to ensure meals served are
station. The staff had served his following meal slips provided for
t d ino to feed hi each resident meal tray including
Tay and was preparing to feed him. appropriate consistency and
The meal slip on the resident's tray serving method for pudding thick
indicated the resident was to liquids. (Attachment G)
] ) ] ) Monitoring will be completed
receive a pureed diet with pudding during Breakfast, Lunch or
thick liquids. A laree si -cu Supper, at least 5x weekly for 30
9 g Ppy P days, 3 times weekly for 30 days,
had been sent from the kitchen and 1 time weekly for 90 days in total.
was with the resident's tray. The Findings will be reported to the
. . QA&A team weekly, and will
resident had a pureed diet and a become part of Randolph Nursing
large glass of of tomato juice. The Homes Quality Assurance Program.
tomato juice was in regular form
and had not been thickened. CNA
#4 indicated Resident #72 did not
like tomatoes and asked CNA #3 to
get him some chocolate milk.
CNA #3 returned with the chocolate
milk and gave it to CNA #4 who
was preparing to pour it into the
sippy cup. When queried regarding
the use of a sippy cup with pudding
thick liquids, CNA #3 and CNA # 4
indicated they always used a sippy
cup for resident #72 and were
unaware the resident's liquids were
to be thickened.
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LPN #2 was sitting nearby and told
the CNAs that pudding thick
liquids could not be given through
a sippy cup and instructed them to
obtain some thickener and thicken
the chocolate milk to pudding thick
consistency. CNA #3 went to the
nursing station area, obtained a
container of powdered thickener,
and thickened the chocolate milk to
pudding thick consistency.
The resident consumed the entire
serving of pudding thick chocolate
milk.
SS=D o) ) Review of a current F365 Preparation and/or 04/22/2011
) execution of this plan of
facility policy, dated correct!on in gen(.aral, or. this
corrective action in particular,
2003, provided by the does not constitute an admission
or agreement by Randolph
DoN on 4/4/11 at 4:35 Nursing Home of the facts
. alleged or conclusions set forth in
p.m., titled this statement of deficiencies.
" The plan of correction and
THICKENED specific corrective actions are
. prepared and/or executed in
LIQUIDS", 1ncluded, but compliance with state and federal
.. laws. Please accept this plan of
was not hmlted t07 the correction as our credible
o allegation of compliance with
f0110W1ng' all regulatory requirements.
Food is prepared in a form to
meet the individual needs.
Corrective action for affected
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"PURPOSE:

To optimize the therapeutic
benefit of commercial
thickeners for swallowing
disorders and to assure the
residents with orders for such
thickeners are receiving
consistent and appropriate
treatment according to
physician order...."

3.1-21(a)(3)

resident; Dietary and Nursing
Staff have been re-educated to
following tray cards provided for
each resident meal tray including
appropriate consistency and
serving method for pudding thick
liquids. (Attachment C.) FSD or
designee monitors to assure
Resident #72 receives his meal
tray fluids in appropriate
consistency and delivery device
as ordered by physician.
Identification of other residents at

risk; All residents with thickened
liquid diet orders are at risk.
Resident Diet tray cards were
reviewed April 22, 2011 by the
FSS or her designee to ensure
meals served are following meal
slips provided for each resident
meal tray. Dietary and Nursing
Staff have been inserviced to
Policies & Procedures Tray I.D.
Cards to ensure each tray
properly identifies each resident's
needs and including appropriate
consistency and serving method
for pudding thick liquids.
Measures to ensure this deficient
practice does not recur; Dietary
and Nursing Staff have been
inserviced to Policies &
Procedures and Tray |.D. Cards
to ensure each tray properly
identifies each resident’s needs,
including appropriate consistency
and serving method for pudding
thick liquids. (Attachment C)
Resident Diet tray cards were be
reviewed by the FSS or her
designee April ,2011 and ongoing
monitoring will continue to
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ensure meals served are
following meal slips provided for
each resident meal tray including
appropriate consistency and
serving method for pudding thick
liquids. Monitoring will be
completed5x weekly for 30 days,
3 times weekly for 30 days, 1 time
weekly for 90 days in

total. (Attachment G) Monitoring
of corrective action; The FSS or
her designee will monitor Diet tray
cards to ensure meals served are
following meal slips provided for
each resident meal tray including
appropriate consistency and
serving method for pudding thick
liquids. (Attachment G)
Monitoring will be completed
during Breakfast, Lunch or
Supper, at least 5x weekly for 30
days, 3 times weekly for 30 days,
1 time weekly for 90 days in total.
Findings will be reported to the
QA&A team weekly, and will
become part of Randolph Nursing
Homes Quality Assurance Program.
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